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Important Announcement 


LONDON HOSPITAL CATGUT 


WARTIME SUPPLIES 


The new extensions to the London Hospital Ligature Department Laboratories are now 
in full operation. Supplies are obtainable from all the leading Surgical Equipment 
Houses including :— 
Down Bros., Ltd., 23, Park Hill Rise, Croydon, 
1, and Youn Son, Ltd., 57/61, Forrest Road, 


Savory & — (1928), Ltd. i-3 Bell & Croyden), G. B. Ritchie, 249, Buchanan Street, Glasgow, C.1. 


50/52, Wigmore Street, London, W.1. 
A. Browne, Ltd., Chancery Street, Leicester. A. a an Se Ltd., 15, New Cavendish 
Su ‘Amociaton, Ltd., 167/173, m, 


W.C.1, 6/12, S. Maw, Son & Sons, Ltd., Aldersgate House, New 
Sueet, Sheff Barnet, Herts. 
Alerander & Fowler, Lid, 5g, Pembroke Place, r G. P. Fairman & Son, Ltd., 24, Vine Place, 
Liverpool. Sunderland. 
R. Whitelaw (N/C), Ltd., 11, Saville Row, New- J. Clarke & Co. (Succrs.), Ltd., 8, Donega!] Square 
castle-upon- West, Belfast. 


IF THERE IS ANY DIFFICULTY IN OBTAINING SUPPLIES, KINDLY COMMUNICATE 
DIRECT WITH THE LONDON HOSPITAL LIGATURE DEPARTMENT, LONDON, E.1. 


For particulars of Agents in the Dominions, Colonies, and abroad, apply to the London Hospital, London, E.1, 
England. 


Why ANDREWS is the | 


Ideal Tonic . Laxative | 


Andrews is a pleasant tasting, effervescent aperient with 
tonic properties, and is a valuable aidto Inner Cleanliness. 
Andrews is beneficial in most “rate disorders, 
feverish conditions, the ailments children, and in 
cy and lactation. Its use may be discontinued 

ithout reaction when the need for it ceases. 


Andrews justifies the description of “Ideal Tonic 

Laxative” because :— 

FIRST . . Patients like taking Andrews, because its 
brisk effervescence is immediately refreshing and 
stimulating, it sweetens the mouth and to 
clean the tongue. 

NEXT .. Andrews allays gastric ear heart- 
burn and nausea by diminishing : 
the stomach’s acidity and reliev- : ; 
ing flatulence. 

THEN . Andrews increases bile 
flow, relieves hepatic conges- 
tion, and improves digestion. 

It is partly absorbed from the { 
intestine as alkali, and there- 
fore helps to correct acidity in 
the blood and to stimulate | 
» kidney function. 


FENALLY .. Acting byosmosis, 
Andrews clears the bowelsgently \ 
and entirely without irritation. 


ANDREWS LIVER SALT 


SCOTT & TURNER LTD - ANDREWS HOUSE + NEWCASTLE-UPON-TYNE 2 


Jue NERVOUS 
HEADACHE 


Present day conditions stress 
the need for an analgesic which 
may be taken with the minimum 
of habit induction or other after 
effects. Mental and physical over- 
strain tend to increase the indica- 
tions for its use. 

The *Anadin* formula may be 
administered with safety over an 
‘indefinite period where the de- 
pressing action of the barbiturates 
and other potent sedatives would 
result in lowered efficiency and 
ultimately in impairment of the 
excretory mechanism. 


Dose 
Two tablets at four hourly intervals. 


ANADIN LimiTeD: 12 CueNtes Street, Lonpon, W C.1 
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THE OUTBREAK OF SMALL-POX IN GLASGOW, 1942 


BY 


Sir ALEXANDER MACGREGOR, M.D. 
Medical Officer of Health 


AND 


ROBERT J. 


PETERS, M.D. 


Senior Deputy Medical Officer of Health 
Glas 


The following is an account of the main features of the 
outbreak of small-pox which occurred in Glasgow during 
June and July. The total number of cases diagnosed as 
small-pox was 36, of which 8 were fatal. The outbreak 
consisted of two groups of cases. The first, or “ship” 
group, numbered 11 cases among the passengers and crew 
of a ship which arrived from the East at the Port of 
Glasgow on May 29. The second, or “city ” group, con- 
sisted of 25 cases among the general population. Direct 
connexion between these two groups was never demon- 
strated. Tables I and II give details of the cases as to 
onset and vaccination state. 
The “ Ship ” Cases 

Of the 11 cases 8 were members of the crew, 2 were 
passengers, and 1 was a boarding medical officer. The ship 
took passengers on board at Bombay, and when it reached 


TasLe I.—Small-pox—Glasgow, 1942: Ship Cases 


Case Date | Type* Vaccina-|Vaccina-; 
N 3 Occupation of | of tions tion | Remarks 
| Sex Rash Rash (showing) and | 
Ages) | Result | 
1 | 28M| Electricalengin- | 24/5 | C. | Nil? — | Died 2/6 
eer ! 
2 |21M| Engineer 7/6 |S.M.| Nil | 29/5+ | 
3 | 23M_ Engineer 7/46 'D.M.| 29/S+ | 
4 |23 M| Assistant cook 9/6 | C. » | 29/5+ | Died 15/6 
A.B. 11/6 | S.M. 29/S+ | 
6|19M| A.B. 12/6 |D.M.| | 29/S+ | 
8 | 23M/| Quartermaster | 23/6 S.M. » | yon 
9 | 23 M| Passenger 9/6 SM. 1,7, 14 | 29/5+ | 
years 
10 | 11/12) Passenger 96 | D. | Nil | 29/S— | Swindon case 
11 | 34M Medical officer 13/6 SC. Infancy | 29/5— | 


*S.=Sparse ; D.=Discrete ; SC.=Semi-confluent ; C.=Confluent ; 
M. = Modified. 

Glasgow on May 29 a member of the crew (Case 1), an elec- 
trical engineer, was found to have confluent small-pox. His 
rash had developed on May 24 and he had been treated in 
his cabin. The diagnosis was not made till his arrival in 
Glasgow, so that for at least 8 days he was infectious and 
not under strict isolation. The subsequent cases consisted of 
7 members of the crew who developed their disease while 
under surveillance on the ship, 2 passengers—one a Polish 
officer who sickened in a billet in Fifeshire, and the other a 
baby of 11 months who was taken ill in Swindon, also while 
under surveillance—and one of the boarding medical officers 
who took part in the inspection and vaccination of passengers 
and crew on May 29. The source of Case 1 was never dis- 
covered. This patient might have been infected while ashore 
at Capetown or he might have been infected from a “ missed ” 
case on board. 

Two members of the crew died of confluent small-pox 
(Cases 1 and 4). The remaining cases were mostly relatively mild, 
the disease being considerably modified by vaccination. Indeed, 
4 had only a few spots and practically no constitutional 
symptoms. 


Measures Taken on Ship's Arrival.—When the vessel reached 
Glasgow, the passengers, numbering 1,039, and the crew, 
numbering 201, were detained on board till the following day 
in order to permit medical inspection and vaccination to be 
carried out. No other case or suspected case was discovered. 
Arrangements for surveillance of passengers and crew leaving 
the ship were made in accordance with the provisions of the 
Port Sanitary Regulations, and disinfection of the infected 
crew’s quarters and other selected sections of the ship was 
carried out with some thoroughness. A daily medical inspection 
of crew remaining by the ship was instituted, and, after 
secondary cases began to occur, vaccination and inspection of 
all workmen on board were undertaken as additional pre- 
cautions. During the week following arrival, several of the 
crew were admitted to hospital for observation for various 
intercurrent illnesses, including some severe vaccinial reactions. 
These reactions, occurring as they did at the end of the possible 
incubation period of small-pox, complicated the problem of 
diagnosis for the medical inspectors, whose duty it was to see 
that cases were removed at the very earliest stage of infectivity. 

Transmission of Infection on Board.—The incidence of 
small-pox among the crew and passengers: provided instances 
of both direct and indirect transmission of infection. The 
engineers, among whom the infection originated, had their own 
separate quarters, mess-room, and pantry on the main deck. 
Apart from the initial case of small-pox, ill in his cabin from 
May 24 to 29, there were 15 engineers, of whom 9 had been 
vaccinated in 1940, 1 in 1918, and 1 in 1920, while 4 were 
unvaccinated. Two of these (Cases 2 and 3) contracted small- 
pox. The infection also passed to 4 other members of the 
crew—namely, an assistant cook, two seamen, and a quarter- 
master. Two passengers—the Polish officer and the baby of 
11 months—were also infected. An electrical engineer who 
occupied the same cabin as the original patient up to May 24, 
and who attended to him during his illness, had had occasion 
to repair a potato-peeling machine with the help of the 
assistant cook, an unvaccinated South Sea Islander (Case 4). 
The latter developed a small-pox eruption on June 9. It is 
probable that the other cases were infected in somewhat the 
same manner by an intermediary or by some infected article 
in common use. The facts indicated that the disease was not 
only severe but highly infectious. The majority of the crew 
had been vaccinated in 1940, but the ship had also a comple- 
ment of 37 unvaccinated members recruited since then, and 
they alone among the ship’s company were involved in the 
outbreak. It is also a proper inference that, had these men 
been vaccinated when the ship left Bombay, the outbreak of 
small-pox would not have occurred. It is difficult to under- 
stand why this common-sense precaution was not taken. 

Incidence in Relation to Vaccination.—The secondary cases 
must have contracted the infection during the last few days 
of the voyage, when the first case was in its most infectious 
stage. The vaccinations performed on May 29 did not fully 
protect them. As regards the earlier cases, the period which 
elapsed between the date of successful vaccination (with good 
result) and the onset of the rash was as follows: 9% days in 
Cases 2 and 3; 11 days in Case 4 (the fatal case); 13 days in 
Case 5: and 14 days in Case 6. In other words, they were 
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vaccinated on the first to the fifth days of the incubation period. 
This result, in so many cases, was unexpected, being contrary 
to the general experience that a better measure of protection 
should have accrued from successful vaccination performed 
within the first week of the incubation period, certainly within 
the first day or two. The vaccination of Case 7 did not take ; 
Case 8 was also negative, but in this instance the rash appeared 
12 days after a second and successful vaccination. The rash 
in Case 9 appeared 11 days after successful vaccination ; in 
Case 10 (the infant) primary vaccination failed to take; the 
medical officer (Case 11) had been vaccinated in infancy, but 
his vaccination on May 29 was unsuccessful. 

The Practice of Vaccination in the Outbreak.—Cases 1 and 
4 showed that the infection was of a virulent type, and it 
was apparent in other cases that immunity from successful 
vaccination was not developing rapidly enough to afford com- 
plete protection. In an attempt to secure better protection 
the single-stroke technique was discarded and an insertion con- 
sisting of three incisions 3/8 in. long and 1/8 in. apart was 
adopted as the standard practice throughout the remainder of 
the outbreak. A_ single unsuccessful vaccination was not 
accepted as evidence of immunity in the absence of a history 
of recent vaccination, and therefore it was decided to re- 
vaccinate such cases after four days, particular care in this 
respect being taken in the case of close contacts, hospital 
staffs, and patients. In very close contacts three separate 
insertions as above described were made. 


The “ City ” Cases 
There were in all 25 cases of small-pox in the city group. 
6 of them fatal. Two patients are included who were taken 
ill while away from home. The course of the outbreak is 
shown in the following table according to the dates when the 
patients were recognized to have small-pox and admitted to 
hospital : 


July 
26 | 27 | 28 | 29 | 2| 3|9| 20] 31 | 
Primary cases 1 | 4) 3 | 5) 2 21 
Secondary cases) | | | | - 4 


nor was their infection traced to its source. The 4 secondary 
cases were direct contacts and had been under observation 
as such. As each case occurred, the close contacts were 
isolated for observation in a reception-house, part of two fever 
hospitals being used for this purpose. Work and school con- 
tacts, along with neighbours for some distance round, were 
offered vaccination and watched for 17 days, with the object 
of placing a cordon of protected persons round each new focus 
of infection as it showed itself. But early in the outbreak there 
were convincing indications that these routine precautions 
would in all likelihood prove insufficient to prevent the spread 
of the disease, which was of a virulent and infectious character. 
The first city case was admitted to hospital on June 26, and 
on the 27th 4 more were diagnosed. Four cases followed on 
the 28th and five on the 29th. Thus in four days 13 cases, 
of which 7 were confluent, came to light. They occurred in 
widely separated areas in the north, east, and south-east of the 
city, and there was no evidence whatever of connexion between 
them. 


The position, then, on Sunday, June 28, was that cases of 
severe small-pox were occurring in quick succession in different 
parts of the city, affecting adults and children alike, without 
any source or sources of infection that could be traced. It was 
therefore felt that it would be taking too great a risk to rely 
solely on routine measures to prevent the disease from assuming 
epidemic proportions, and that a situation had arisen serious 
enough to justify the adoption of further precautions to meet 
it. It was appreciated also that the danger of wide dissemina- 
tion of the infection was enhanced by free movement of the 
population throughout the country in time of war, and was 
likely to be increased further during the approaching holiday 
season in July. Another consideration was the injury to war 
production which an epidemic of small-pox would be certain 
to cause. The strongest argument, however, was supplied by 
past experience, which taught that epidemics tended to linger 
for long periods. Examples of this occurred in Glasgow in 


1900-1 and in 1920, as well as in the epidemics of last century. 
Accordingly it was decided to set up, without delay, facilities 
for general vaccination, and to enlist the support of medical 
practitioners, to whom a circular letter was sent on the same 
day (June 28), apprising them of the facts and of the method 
of vaccination recommended. During the next two days 25 
schools were selected as vaccination stations, and a staff of 
medical practitioners and medical students engaged and 
allocated, along with child welfare medical officers, school 
medical officers, and hospital residents. The assistance of 
nurses from among health visitors, school nurses, and sisters 


II.—Small-pox—Glasgow, 1942: City Cases 


| 
Recent 
onl | Date | Type* Vaccina-|Vaccina- 
No|| and Occupation of of tions or Remarks 
‘| | Rash | Rash (showing) and 
| | Ages) | Result 
1 | 12F | School 26/6| C. Nil Nil 
2) 11F | 23/6 | C. | = 
3 |37M_ Milkman 26/6 | SC. | Infancy 
4 |49F | Housewife 27/6 | D. | 1,17,27) 
| years 
5 |29F | Tram conduc- 26/6 | C Nil - 
tress 
6 | 37 F | Ward maid 26/6 | C.H. Infancy} 2/6— | Died 6/7 
7 |31F | Housewife 27/6 | C. Nil Nil 
8 | 72 M| Bonded store 27/6 | C. | Infancy » Died 6/7 
9 | 65 F | Housewife 25/6 | C.H. Died 1/7 
10 | 40 M | Shipyard worker | 25/6 D. oa % 
11 | 13 F | School 25/6 D. 
12/13M 27/6 | D. | 
13 | 35 M| Concrete worker | 26/6 Ss. | 
14 | 20 F | Factory worker | 27/6 | C.H., Nil ee Died 7/7. 
| Visited Glas- 
gow 13-14/6 
15 |16F | Paper worker 28/6 S. Infancy - 
16 | 65M | Labourer 30/6 | D. | 40years ,, 
17 | 56F | Housewife s. Infancy; ,, 
34 years 
18 | 22 M; Labourer 3/7 | D Infancy; 
9 years 
19 | 15M | School 9/77; D Nil 27/6+ of No 
20 | 14F 8/7 | S.M. | Infancy! 29/6+ Cogent of No. 
21 | 20 F | Housewife 10/7 | Cc. | 30/6+ | Contact of 
| | No. 15. Died 
24/7 
22 | 12 M | School 9/7 | S.M. Nil 28/6+ 
23 | 40M Mental hospital | 17/7 | C. “a Nil Died 29/7 
inmate 
24 | 29 F | Factory worker | 20/7 S. Infancy;; 7/7— | Taken ill io 
7 years London 
25 | 77M} Mental hospital | 31/7 | D Infancy | 20/7+ | Contact of No 
inmate 23 


*S.=Sparse: D.=Discrete; SC.=Semi-confluent ; C.=Confluent ; 


H.=Haemorrhagic ; M.= Modified. 

attached to first-aid posts was obtained. Clerical staff ano 
helpers were supplied by volunteers from the Civil Defence 
Casualty Service to reinforce those of the Health Department 
Supplies of lymph were obtained, publicity and posters 
arranged for, and instructions issued on the method of vaccina- 
tion to be employed. A payment to medical practitioners of 
2s. 6d. for each person vaccinated in their consulting-rooms 
and practices under the scheme was approved. Lymph was 
issued free of charge. 


By Wednesday, July 1, the arrangements were complete. On 
the first day 33,000 persons were vaccinated at the centres. 
During the first week 282,255 vaccinations were performed. 
during the second week 90,375, during the third week 5,246, 
and during the fourth week 439—a total of 378,315. A large 
number of vaccinations were performed by medical practi- 
tioners in private and by arrangement at works, factories, 
warehouses, and offices. It is estimated that approximately 
half a million persons submitted themselves to vaccination 
within a month. 


Vaccinial rashes were unusually frequent*and were of great 
variety. A special report is in preparation on this subject. The 
papular type of eruption was a source of some administrative 
difficulty, as it sometimes had sufficient resemblance to small- 
pox to justify admission of the patient to hospital for observa- 
tion. Chicken-pox was very prevalent at the time, and in 
some cases the character and distribution of the eruption 
created an element of doubt as to the true diagnosis. 


Vaccination History of the Patients—There were 8 patients 
who had not been previously vaccinated; 2 of them died. 
Eleven patients had been vaccinated in infancy, and there was 
one who had had his primary vaccination in 1917, their ages 
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varying from 13 to 77; 3 of these died, their ages being 20, 
65, and 72 respectively. A group of 5 patients had had their 
primary vaccination in infancy and had been vaccinated later 
—one in 1910 and 1920, two in 1920, one in 1929, and one 
in 1940 without success. This last patient (Case 6), a woman 
of 37, was again revaccinated unsuccessfully on June 2; she 
contracted small-pox three weeks later and died. Thus the 
city patients who sickened of small-pox were either unvac- 
cinated or had not been vaccinated or revaccinated successfully 
for upwards of 13 years prior to the present outbreak. Among 
these 25 cases 4 were contacts and had been vaccinated 
accordingly, with successful reactions. Their eruptions appeared 
from 9 to 12 days later, an experience similar to that already 
met with in those members of the crew who had been 
vaccinated successfully during the early days of the incubation 
period. 

No link between the ship cases and the city cases was ever 
discovered in spite of the most careful search. It is possible 
that the city cases were infected from an independent source, 
such as a missed case from another ship from the East; but 
as there was no evidence of any such origin it must be presumed 
that they received their infection from the ship either directly 
or indirectly in some unknown manner. The occurrence of 
a group of cases in separate districts of the city, all infected 
within a few days of each other, suggests the presence of a 
mild unrecognized case as the most likely cause. Case 23, 
for example, had not been outside the mental hospital, of 
which he was an inmate, for some years, and he had had no 
visitors and no parcels during the weeks preceding his illness. 
All visitors to the hospital were checked up, with completely 
negative results. 

Past Outbreaks of Small-pox 

Major outbreaks of small-pox in the past have always been 
protracted. That of 1920 was introduced from the East in 
February, lasted till November, and was at its height in May, 
June, and July, amounting to 542 cases, with 113 deaths. The 
invasion of 1900 caused 397 cases between April and December, 
with its peak in June and July ; this was followed in 1901 by 
a severe outbreak with 1,389 cases, which was again succeeded 
by a recrudescence in 1901-2, with 469 cases. Still earlier there 
was a large epidemic which lasted from 1871 to 1874, and 
sharp outbreaks occurred in Scotland and Glasgow in 1893, 
1894, 1895, and 1897. In the bigger outbreaks, general vaccina- 
tion was practised mostly by house-to-house visitation. In 
1920, when centres were also set up, 225,000 persons were 
vaccinated during the several months when the outbreak was 
at its height. The present experience is in strong contrast: 
and it may be said that the people themselves, by taking timely 
advantage of the advice given and the facilities provided, 
stopped the outbreak at its start. 


Lessons of the Outbreak 

It is apparent from the above description that complete 
reliance cannot be placed upon vaccination unless performed 
successfully before the date of exposure. Also, immunity from 
vaccination diminishes after a few years. These two facts 
render it essential that everything possible should be done to 
protect ships’ crews and passengers sailing from the East. Pre- 
vention of the spread of infection depends on the success of 
the two principal prescribed measures—vaccination and subse- 
quent surveillance. If vaccination is not carried out promptly, 
surveillance becomes a matter of great importance; but 
adequate surveillance of contacts is more difficult to exercise 
in time of war because the destinations of passengers and 
crew are more uncertain, and may, in fact, be merely temporary 
or accommodation addresses. Had the case on board been 
accurately diagnosed and precautions taken, the subsequent 
story would have been very different. It would have been 
still better had vaccination of the susceptible members of the 
crew and passengers been carried out when the ship left 
Bombay, a port known to be infected. Attention to the vaccina- 
tion of all who sail from Eastern ports, both passengers and 
crews, should be enforced as a routine precaution ; otherwise 
there is grave danger of small-pox being introduced into this 
country. In the case of passengers, this would mean vaccina- 
tion of those who had not been recently protected, as a 
condition of travel. In the case of crews, it would require 
the co-operation of members of the Merchant Navy, the great 


majority of whom would no doubt be willing to be vaccinated 
from time to time if the need for such a precaution were made 
clear to them. Even the most careful attention to the provisions 
of the Port Sanitary Regulations, including conscientious 
surveillance of crew and passengers after arrival in this country, 
leaves loopholes for the entry of small-pox. Therefore adequate 
vaccination of all who travel from infected places is the only 
true safeguard. 


WAR SURGERY OF THE EYE 
REMOVAL OF MAGNETIC INTRA-OCULAR FOREIGN BODIES 
BY THE POSTERIOR ROUTE 
BY 
H. B. STALLARD, M.B.E., M.A., M.D., F.R.C.S. 


Assistant Eye Surgeon, St. Bartholomew's Hospital; 
Major, R.A.M.C{T.A.) 


Intra-ocular foreign bodies possessing magnetic properties 
may be removed by one of two routes: (1) The anterior 
route, in which the foreign body is attracted forwards by 
a giant electro-magnet, through the suspensory ligament 
into the posterior chamber, then, by changing the direction 
of the magnetic force, is drawn between the iris and lens 
into the pupil and anterior chamber, whence it is extracted 
from the eye through a keratome section by a small electro- 
magnet guided by the operator’s hand. (2) The posterior 
route, which necessitates exposure of the sclera by turning 
back a conjunctival flap either at some site of election or 
over the penetrating wound in this structure, if such is 
obvious or unclosed. An incision is made through the 
sclera, and the entry wound is enlarged to a size just 
adequate for the extraction of the foreign body. A magnet 
terminal is placed into the lips of the scleral wound. 


Advantages of the Posterior Route 

The advantages of this method of extracting intra-ocular 
foreign bodies, caused by the fragmentation of war missiles. 
are several. These bodies are rough irregular pieces, which 
if drawn forward by the giant electro-magnet in the anterior- 
route technique of extraction would inevitably damage the 
ciliary body and iris and might also injure the lens. The 
metals which compose the casing of shells, grenades, mines, 
and booby-traps are alloys with either low magnetic properties 
or none at all. In many instances it is essential to place the 
giant magnet terminal as near to the foreign body as possible 
on account of its low magnetic properties. 

It happened by chance that all the penetrating wounds of 
the eye treated at the Scottish General Hospital during 
the Western Desert battles from Nov., 1941, to Aug., 1942. 
associated with a metallic magnetic intra-ocular foreign body, 
had the wound of entry through the sclera, and 80% of these 
were in the lower temporal quadrant in front of the equator. 
the lens being undamaged. The point of this is that exploration 
of the entry wound, its toilet, and closure are generally neces- 
sary, and it seems reasonable to save further surgical inter- 
vention by using the entry wound for the exit of the foreign 
body. However, in some cases, particularly high-velocity 
fragments of 2.5 mm. diameter and under from aerial bombs. 
the scleral wound had healed without complication during 
delayed transit through a field ambulance and casualty clearing 
station. In such cases a scleral incision of appropriate length 
was made at a site of election. 

Another advantage of the posterior route is that in cases 
in which the foreign body proves to be non-magnetic the 
opening may be used for the passage of an instrument such 
as a thin pair of straight iris forceps or a fine wire snare 
placed in the lumen of a hypodermic needle (Brigadier C. W. 
Graham's technique), with which, under ophthalmoscopic view. 
the foreign body is seized and extracted. This was done 
successfully in the case of Corporal B., in which a 2 by 2 by 
1 mm. rectangular fragment of a Breda shell detonator cap 
had penetrated the sclera in the lower nasal quadrant about 
2 mm. in front of the equator, and after tearing a ragged 
hole in the retina lay in the vitreous'in the upper nasal quadrant 
behind the equator. It seems that the posterior-route operation 
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disturbs an eye less than the anterior-route procedure does. 
After the former operation the eye regains jits normal appear- 
ance more quickly, and ciliary injection is certainly not 
increased, as is sometimes the case after the anterior-route 
extraction. 

Procedure in the Western Desert 

The foreign bodies were ragged-shaped pieces of metal with 
rough granular surfaces. Their size varied from 3.5 by 2 by 
0.5 mm. to 1.5 by 1 by 1 mm. Some were cubes 2.5 by 2.5 
by 2.5 mm. or slightly less than this, but the majority were 
rectangular flakes, with an average thickness of 1 mm. They 
consisted of fragments of shells, air-cannon shells, and bombs 
in equal incidence. In no case was there any associated gross 
intra-ocular infection, and in only one was there a clot of 
opaque yellow fibrin adherent to the foreign body on extrac- 
tion. It is doubtful whether the administration of sulphon- 
amides at irregular intervals during evacuation from the 
forward areas could have played an appreciable part in the 
prevention of infection during the 6 to 14 days taken in 
evacuating men in the 8th Army’s advance to Benghazi in 
Nov. and Dec., 1941. In the withdrawal into Egypt in June, 
1942, as the enemy advanced, the wounded arrived at pro- 
gressively shorter intervals of time after being hit, and at one 
period they came straight from the battlefield, circumventing 
field ambulances and casualty clearing stations, and were 
operated upon within 12 hours of being wounded. The delay 
of 6 to 14 days in giving appropriate surgical treatment to those 
hit in the early phases of the campaign did not seem to have 
jeopardized the future safety of the eye. 

In a few instances the battalion and field ambulance medical 
officers, aware of the dangers of vitreous loss, had ordered the 
evacuation of these wounded lying on stretchers. The majority 
walked to aid posts and were then transported as sitting cases. 
Two of these sitting cases arrived with a vitreous herniation 
through the wound. The bead of vitreous was 2.5 mm. in 
diameter in wounds about 3.5 mm. long, and it was covered 
with conjunctiva and surrounded by adhesions to Tenon’s 
capsule and the episcleral tissues. 

It is difficult to assess the protective value, if any, of the 
British steel helmet so far as the eyes are concerned. Some 
men were wearing their steel helmets when hit and others were 
not. No useful deduction could be made from these data 


in relation to the possible direction of the missile which . 


struck the eye. Major P. B. Ascroft (O.C. Mobile Neuro- 
surgical Unit) has prepared a composite photograph based on 
a radiograph of a soldier’s skull when wearing in turn a 
British and an Italian steel helmet. On this radiograph he 
marked the sites of 150 penetrating wounds of the skull. Of 
these, 65 fell below the level of the British helmet but were 
covered by the Italian helmet. From this radiograph it seemed 
likely that the Italian helmet would protect the eyes from 
metal splinters flying from an angle of 90 degrees over on either 
side. There was a remarkable concentration of wounds about 
the frontal area. 
Investigation of Cases 

The soldier is asked about the position of his head when 
wounded and the direction from which the missile came. 
Information about this latter is often unreliable. When there 
is an associated head injury the soldier generally has no 
recollection of being hit. In a few cases such facts as the 
above are helpful in tracing the probable course of the missile. 
The position of lid injuries may assist in this respect but is 
sometimes deceptive. 

The nature of the missile is important. Fragments of shells 
and bombs are generally magnetic, some in low degree. Italian 
hand grenades, booby-traps, and land mines are composed 
of non-magnetic alloys the fragments of which are about | mm. 
thick. Some booby-traps are made of bakelite, which is not 
radio-opaque and is non-magnetic. Such a fragment was 
extracted from an eye with forceps under direct view. In the 
case of land-mine, hand-grenade, and booby-trap explosions 
the wounds are generally multiple and, except for such serious 
injuries as traumatic amputation of one hand and multiple 
penetrating wounds of one or both eyes, are superficial. 
Fragments of metal may readily be taken from the skin and 
tested for radio-opaque and magnetic properties. 

In all cases except one—that of a sepoy with both eyes 
penetrated by aerial-bomb fragments—the entry wound was 
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evident. The conjunctival wound showed localized hyperaemia, 
and in all cases of over one day from the time of wounding 
it was closed and the conjunctiva was adherent to the episcleral 
tissues and sclera around the site of the wound. In 50% 
the intra-ocular foreign body was seen with the ophthalmo- 
scope, but in the remainder vitreous haemorrhage obscured 
its position. In the latter, x-ray location was done. 


Location of Foreign Body by X Rays 

Brigadier C. W. Graham has introduced a simple technique 
which, in the absence of elaborate x-ray apparatus, is of 
practical value. It is as follows: The eye is anaesthetized 
with cocaine, and when much inflamed 2 or 3 minims of 
novutox is injected into the episcleral tissues at the limbus 
at 12, 9, and 3 o'clock. A silver ring of a size to fit exactl) 
the corneo-scleral junction is stitched in position by sutures 
of 000 silk passing through the conjunctiva at 12, 9, and 
3 o'clock respectively. A drop of paroleine is instilled into 
the eye, and a pad moistened in the oil is applied to the 
closed lids and bandaged in position. When possible the 
patient sits during x-ray examination. In some cases other 
wounds prevent this. During the first exposure he is directed 
to look with his uncovered eye forwards and for the second 
to look downwards. For this purpose conspicuous marks such 
as red disks or lights 5 cm. in diameter are placed on the 
wall for sitting cases and on the ceiling for lying cases at 
the two points in which fixation of the eyes is necessary during 
exposure. Each exposure is ‘half the normal. To obtain a 
postero-anterior view of the orbit free from the dense shadow 
of the petrous part of the temporal bone the head is tilted 
slightly so that the occiput is down and the face up; the 
petrous shadow then falls over the antra. In an accurate 
postero-anterior radiograph the silver ring shows as a perfect 
circle, and in the lateral as a linear shadow. 


Interpretation of Radiographs 

The diameter of the silver ring is known and its measurement 
is checked on the x-ray film. Any radiographic magnification 
is noted. This has never been more than 1 mm., and, when 
present, allowance must be made for this fact. When an anode 
film distance of 30 in. or more is used, parallactic magnifica- 
tion of the ring is negligible and a schematic eye of 24 mm. 
drawn on the film is accurate enough. In the lateral view 
a line is drawn posteriorly from the centre of the ring and 
at right angles to it for about 22 mm. The upper and lower 
limits of the ring are used in turn as the centre of a circle 
whose radius is 12 mm. (e.g., half the average length of an 
eye—24 mm.); with a pair of dividers set at 12 mm. the 
horizontal line is intersected by arcs described from the above 
centres. The point of intersection on the horizontal line is 
now taken as the centre of a circle with 12 mm. radius, and 
this is described on the radiograph. A similar procedure ma) 
be carried out with the silver ring in the second position— 
that is, looking down. Likewise in the postero-anterior view, 
a circle of 12 mm. radius is described round the centre of the 
silver ring. The ring is known to be at the limbus, and so 
measurements may be taken from this on both the postero- 
anterior and the lateral radiographs. 

Movement of the foreign body is the essential diagnostic 
feature. If the relation of the silver-ring image to the foreign 
body is unaltered in the first and second positions it may be 
presumed that the foreign body is moving with the eye. The 
radiographs with the schematic eye marked upon them will 
indicate also the position of the object with regard to the 
centre of rotation. If the foreign body is in front of this it 
will apparently move with the ring; if behind, against it— 
that is, a foreign body in the posterior half of the eye will 
lie at a higher level in the second position where the ring 
has rotated downwards. 

The shadow of the foreign body might fall within the circles 
described and yet be outside the eye. This point is settled 
by the movement of the foreign body, which is absent when 
it is extra-ocular. There is, however, an exception to this 
in the case of a foreign body in Tenon’s capsule, where slight 
movement may take place, but this is rarely as great as in the 
case of an intra-ocular foreign body. In such cases, therefore, 
if the foreign body shows a new relation to the ring in the 
second position it is probably outside the eye. When the 
foreign body is clearly outside the limit of the circles 


| 
N 
bod 
dete 
ext 
suit 
nov 
alse 
wh 
side 
reg 
in 
~ 
in 
so 
un 
Te 
sill 
is 
su 
ad 
3 a co 
co 
We 
at 
ur 
se 
we 
ar 
ef 
th 
A 
— 
— 
— 
| 
By 


emia, 
unding 
isclera] 
n SO% 
halmo- 
scured 


hnique 
is of 
letized 
ms of 
limbus 
xactly 
utures 
, and 
1 into 
© the 
e the 
other 
rected 
econd 
n the 
es al 
uring 
a 
adow 
tilted 
the 
urate 
rfect 


Nov. 28, 1942 


WAR SURGERY OF EYE 


631 


described it is certainly extra-ocular. The size of the foreign 
body is carefully measured on the radiograph. This will 
determine the length of the scleral incision necessary for its 
extraction. 

Operation 

Anaesthesia.—(1) Surface. Cocaine 4%, 4 drops (the only 
suitable anaesthetic available). (2) Infiltration. 0.5 c.cm. of 
novutox 3% with 3 minims of 1 in 1,000 adrenaline may 
also be injected into the bellies of adjacent rectus muscles 
when traction is likely to be made on these. In cases of con- 
siderable ocular injection 1 c.cm. is also injected into the 
region of the ciliary ganglion. Anaesthesia has been adequate 
in all cases. 

Incision.—With spring scissors a curved incision is made 
in the conjunctiva anterior to the area of sclera to be exposed, 
so as to fashion a flap with its convexity forwards. This is 
undermined down to the sclera so that it consists of conjunctiva, 
Tenon’s capsule, and episcleral tissue. Two sutures of 000 
silk are inserted 2 mm. behind the free edge of the flap, which 
is now reflected posteriorly and secured thus by clamping the 
sutures to the head-drapings. Care must be taken in separating 
adhesions around the site of a scleral wound. The overlying 
conjunctival wound is generally healed, and in most cases the 
conjunctiva can be dissected off intact. In two cases there 
was a prolapse of intra-ocular contents, making a knuckle 
about 2.5 mm. high by 2.5 mm. at its base. In such cases 
the covering of episcleral tissue and adhesions was left 
untouched until after diathermy had been applied and a 
scleral suture inserted. Then the prolapse and its coverings 
were cut off flush with the sclera. 

After reflecting the conjunctival flap the sclera is swabbed 
and any bleeding-point arrested by touching it with a fine 
probe heated in a flame. Traction on the globe may be 
effected either by a scleral hook or by passing sutures of No. 1 
white silk through the tendon of a rectus muscle or by seizing 
the tendon with fixation forceps (Fig. 1). If the scleral 


rhs 


Fic. 1.—A flap of conjunctiva, episcleral tissue, and Tenon's 
capsule is reflected in the lower temporal quadrant. Fixation 
torceps are applied to the tendon of the external rectus muscle. 
A No. 15 Bard-Parker knife incises the sclera where two appli- 
cations of surface diathermy have been made. 


wound is either over the posterior part of the pars plana 
of the ciliary body or between the ora serrata and the equator 
one or two applications of surface diathermy, 70 to 80 mA 
for 5 seconds, are made over the wound so as to extend 
just beyond its limits. This effects contraction and hardening 
of the sclera and incidentally reduces the size of the wound. 
Its purpose is to produce haemostasis in the sclera and under- 
lying uveal tract and to ensure subsequent choroidal retinal 
adhesions where the foreign body tears these membranes on 
leaving the eye. Then a mattress suture is passed through the 
thickness of the outer half of the sclera, which it traverses 
1.5 mm. from and parallel to the edges of the wound for a 
distance of 2 mm. (Fig. 2). For this purpose Merson 
(Edinburgh) made for me a small eyeless needle threaded with 
000 silk. Generally one suture is sufficient, but two may be 
necessary in larger wounds. The loop and ends are placed 
clear of the scleral wound. 

The wound is now enlarged to a size 1 mm. greater than 
the maximum diameter of the foreign body as measured on 


the radiograph. This is done by cutting the sclera with a 
No. 15 Bard-Parker blade kept on the sclera and run gently 
to and fro for 2 to 4 mm. as required. All but the deepest 
layers of the sclera are divided in this manner. The head 
and eye are then turned so that the scleral wound lies upper- 
most, thus by gravity minimizing the risk of vitreous loss. 
Fine hooks are now inserted into the edges of the scleral wound 
and are drawn apart. The uvea shows through the remaining 
layers of the sclera, which are now cut with the point of a 


cataract knife (Fig. 2). 


“ 


Fic. 2.—A mattress suture has been inserted through the 
superficial layers of the sclera. Fine hooks retract the edges of 
the scleral wound, whilst a cataract knife completes the incision 
through the deeper layers of the sclera to expose the uveal tract. 


The procedure is similar in cases in which the scleral wound 
has healed or is not evident, the scleral incision being made 
at some site of election. The only difference is that the 
incision is made through about half the thickness of the sclera 
and then the mattress suture is inserted. With effective 
diathermy there is no bleeding. 

The Mellinger giant electro-magnet is now swung into 
position, and the terminal introduced into the lips of the 
wound. A “click” is heard as the foreign body strikes the 
terminal, which is then removed. The mattress suture is now 
seized with Arruga’s capsule forceps and drawn upon, thus 
closing the lips of the scleral wound. It is then tied. Any 
traction sutures in the rectus muscles are now cut and removed. 
The conjunctival flap is replaced and the conjunctival incision 
closed by a continuous key-pattern suture of 000 black silk. 
Ung. atropin. 1% is inserted on a glass rod swept beneath 
the upper lid at the outer canthus. A pad moistened with 
paroleine is applied over the closed lids and secured by a 
bandage. 

To date, vitreous loss has never occurred and the eyes have 
shown no post-operative exacerbation of inflammation. 


Summary 

The reasons for removing by the posterior route intra-ocular 
magnetic foreign bodies due to war missiles are discussed. The 
investigation of a case, a simple method of x-ray location of 
intra-ocular foreign bodies, and the operative technique of 
extraction are described. 
W. H. Milligan, x-ray specialist (Scottish) General 
has devoted much skill, care, and patience to the location 
I thank him for his admirable work 
and invaluable help and advice in this respect. I also thank 
Brigadier C. W. Graham, Consulting Ophthalmologist, M.E.. and 
Colonel H. D. F. Brand, O.C. Scottish General Hospital, for 
permission to publish this paper. 


Major 
Hospital, 
of intra-ocular foreign bodies. 


There have been numerous reports in the American medical press 
during the past year on the formation of sulphonamide crystals in 
the renal tubules. In one of these (J. Urol., 1942, 47, 258), H. R. 
Newman and I. H. Shieser point out that there is the less-recog- 
nized risk of the formation of putty-like renal calculi. They record 
a case where, two years after the administration of sulphapyridine 
and prontylin, renal calculi were found on x-ray examination to 
be in the pelvis of the right kidney, and were removed. They 
crumbled easily on slight pressure, and chemical analysis showed 
the presence of large quantities of sulphonamide intermixed with 
protein and some magnesium, ammonium phosphate, and a trace of 


calcium carbonate. 
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LONG SURVIVAL AFTER TOTAL 
GASTRECTOMY 


A BRIEF REVIEW, WITH A REPORT OF TWO CASES 
BY 
CECIL A. JOLL, M.S., F.R.C.S. 


Senior Surgeon, Royal Free Hospital, Royal Cancer Hospital, and 
Miller General Hospital 


AND 
D. I. ADLER, F.R.C.S.Ed. 
Lately Surgical Registrar, Royal Free Hospital 


Despite the frequency of carcinoma of the stomach the 
number of recorded total gastrectomies is still insignificant, 
and few in relation to the large number of partial gastrec- 
tomies. Thus Livingston and Pack (1939), in their admir- 
able monograph on carcinoma of the stomach covering 
over 14,000 partial gastrectomies, make no mention of 
total gastrectomy in the treatment of carcinoma ventriculi, 
and at the Mayo Clinic (Walters, Gray, and Priestley, 1940) 
between the years 1907 and 1938 out of 11,000 carcinomas 
of the stomach there were 2,840 resections, of which only 
27 were total. 


According to Kronlein (quoted from Finney and Rienhoff, 
1929), total gastrectomy is defined as removal of the whole 
stomach so that in the specimen is found. a portion of 
oesophagus at one end and of duodenum at the other. Billroth 
(quoted from Finney and Rienhoff, 1929) defined as a total 
gastrectomy resection of the body followed by anastomosis of 
the pylorus to the cardia—these we prefer to term subtotal 
gastrectomy. Finney and Rienhoff in 1929 traced 110 of the 
reported cases, of which only 67 were in the first group; it is 
solely with this latter category of complete (total) gastrectomies 
that we shall deal. 

History 

Phineas Conner (1884) of Cincinnati performed the first total 
gastrectomy on a moribund patient, who did not survive the 
operation. Carl Schlatter (quoted from Finney and Rienhoff, 
1929) in 1897 recorded the first successful case, which survived 
the operation 14 months. In 1898 MacDonald and Brigham 
each recorded- successful cases, and, following these, reports 
of sporadic cases continued to appear, chiefly in America and 
on the Continent, 

The first annotation in this country is by Chavasse (1899), 
who was unable to follow the gastrectomy by an anastomosis 
and, having closed the oesophagus, brought the duodenum out 
on to the skin surface, the patient dying soon after. In 1903 
Moynihan published the first full report of a case in this 
country, the patient dying from shock 36 hours after operation. 
His second case (Moynihan, 1907), operated upon for linitis 
plastica in 1907, developed a profound anaemia three years 
later, but survived for a further period of 8 months. Necropsy 
showed no evidence of recurrence. In 1928 Flint of Leeds 
reported a successful case operated upon for diffuse encephaloid 
carcinoma. This patient, aged 44, was alive and well 18 months 
later. According to Rodney Maingot (1941), Walton had re- 
ported 6 cases, Gordon-Taylor 6, Maingot 6, and Joll 12,* but 
these appear not to have been fully recorded, which seems 
to us to justify publication of the present review. 

In 1929 Finney and Rienhoff collected 67 cases of total 
gastrectomy, and in 1933 Roeder added another 21, making 
altogether 88 cases. Since those two excellent papers, with 
very complete bibliographies, a number of cases have been 
reported upon, but chiefly as examples of successful technique, 
and they were often recorded within a month of the actual 


operation: 
Author Remarks 
Clute and Mason (1930) Survived 3 years 6 months 
Morrison (1933) .. Aged 53. Alive and well after 6 months 
Atkinson and rans (1934) ; Aged 62. Successful case 


Percy (1934) ° ee «» Aged 59. Survived 19 months 
: .. Aged 64. urvived 5 months 

. Aged 45. Alive and well 10 months later 

Aged 35. Successful case 

6 jotal gastrectomies out of 173 resections in 

461 cases of carcinoma ventriculi 
—_ and Albright (1937) Quote Bull and Stang’s case: 13 months 
é (1937) .. Quote Clute and Mason’s case, above 


Streicher (1934) 
Jennings (1936) .. 
Walton (1936) 


-* This figure 1 now stands at 22. 


Author Remarks 
Walters and Horton or Aged 61. Alive and well 6 months later 
Allen (1938) . 16 cases. One alive and well after 44 years 


8 survivals 
Lahey (1938) ee ee +» 9 cases—S survivals. One, aged 36. worked 
3 years and lived 3 years 4 months 
Neel and Waugh (1939) Aged 43. Alive and well after 8 months 
o .. Aged 68. Alive and well after 6 weeks 
(1940) .. Aged 45. Alive and well after § months 
Lemmon and "Paschal = .. Aged 63. Alive and well after 7 months 


Graham (1940) .. 19 cases—5 survivals: one alive and well 
after 19 months ~ 

Priestley and Randall (1941) .. Aged 31. Alive and well after 8 months 

Donald (1941) .. Aged 44. Successful case 

Waugh and Giffin (1941) Aged 72. Successful total gastrectomy an¢ 
partial oesophagectomy 

Jackson (1941) .. ee +» Aged 69. Alive and well after 26 months 

Jordan (1941) ee ee «+ Total gastrectomy for leiomyosarcoma. Alive 

; and well after 2 years 9 months 

Morrison (1941) . 2 cases. One alive and well after 26 months 

Lynch and Priestley «asaty Aged 55. Alive and well after 3 months 

Baker (1941) ° Aged 60. Successful case 

Jones (1941) , Aged 44. Fit for 16 months 


Technique 

Most authors stress the value of spinal or local anaesthesia 
followed by gas-and-oxygen, and ascribe the technical difficulty 
of the operation not to the oesophago-jejunal anastomosis but 
rather in mobilizing the stomach, fixed as it may be by peri- 
gastric adhesions or neoplastic infiltration. Stress is laid on the 
principle, first introduced by Moynihan (1907), of utilizing 
the stomach as a retractor. An interrupted anchor layer of 
sutures and a second continuous layer of sero-muscular sutures 
having been inserted, small openings are made into the left 
extremities of oesophagus and jejunum, and only when these 
small openings have been approximated by a _ through-and- 
through layer are the incisions extended. Certain surgeons 
advocate oesophago-duodenostomy, but most prefer an end-to- 
side oesophago-jejunostomy. An entero-anastomosis is added 
by some, while Finney and Rienhoff (1929) advocate using the 
Levine duodenal tube. This is swallowed before operation 
and manipulated through the new stoma into the jejunum at 
the operation in the hope of minimizing the risk of early 
leakage from the suture line. If a short oesophagus is exposed 
it may be necessary to cut the left triangular ligament of the 
liver to allow of a more adequate exposure. Lahey (1938) and 
others advocate the use of flaps of diaphragmatic peritoneum 
to cover the anastomosis. Priestley and Randall (1941) suggest 
anchoring the jejunum posteriorly to the pancreas and anteriorly 
to the liver to prevent traction, and use jejunal feeding to 
prevent leakage. 

As some of the recorded cases show, provided the patients 
general condition is good, age is no barrier to the operation 
Thus Jackson (1941) reports the case of a patient aged 6° 
who was alive and well 26 months after total gastrectomy fo: 
linitis plastica. Waugh and Giffin (1941) had a success in « 
man aged 72—the oldest recorded case. To justify the operation 
the lesion should, however, be confined to the stomach, togethe: 
with, at most, the immediate regional lymph glands ; and the 
oesophagus should be mobile enough for anastomosis (Nee! 
and Waugh, 1939). If possible, 4 cm. proximal to the growth 
should be removed for fear of intramural extension, according 
to Adrian Verbrugghen (1931), but this must be considered a 
counsel of perfection. 


Complications and Prognosis 

Finney and Rienhoff (1929) give the immediate mortality o! 
the 67 cases recorded as 53.8%, of which peritonitis accounted 
for 58% and shock 8%, the remaining deaths being due to 
intestinal obstruction, enteritis, duodenal fistula, oesophageal! 
fistula, haemorrhage, cardiac failure, or cerebral haemorrhage 
They point out that oesophago-duodenostomy was followed by 
a 67% mortality due to peritonitis, in comparison with 50% 
of those on whom oesophago-jejunostomy was performed. 
According to Roeder (1933) the first 88 recorded total 
gastrectomies had an immediate post-operative mortality of 50%. 
due chiefly to shock, peritoneal or pulmonary infections, and 
haemorrhage. 

The most common immediate post-operative cause of death 
is not leakage from faulty suture but rather the extent and 
duration of the operation in a gravely debilitated patient. 
Whether post-operative shock and pulmonary infections can be 
reduced, by adequate pre-operative treatment directed towards 
increasing the patient’s resistance combined with blood trans- 
fusions and propbylactic oral and local sulphonamides, is sti!! 
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LONG SURVIVAL AFTER TOTAL GASTRECTOMY: 


uncertain. The figures from the Mayo Clinic (Lynch and 
Priestley, 1941) are, however, encouraging: during 1907-38 
there were only 9 survivals out of 27 total gastrectomies, 
whereas in 1940 there was only | death out of 8 cases. 

Post-operative vomiting is rare in the uncomplicated case. 
Some develop a mild glossitis and stomatitis, though diarrhoea 
seldom occurs. The development of a moderate degree of 
secondary anaemia is fairly common. In Moynihan’s successful 
case death occurred 3 years 8 months after operation—not 
from recurrence but from anaemia. 

The development of megalocytic anaemia is questionable. 
Chester Jones (1940), in a very excellent review of the problem 
of gastrectomy and the anaemias, says: “It is apparent that 
major gastric surgery—subtotal or total—may be performed 
without any great fear of undue consequences as far as the factor 
of normal haematopoiesis is concerned. Despite the fact that 
relative or absolute achlorhydria develops, and secretory cells 
of importance to normal blood physiology are removed, the 
development of serious anaemias is not to be feared.” An 
occasional microcytic or macrocytic anaemia ensues in the 
course of months.” He concludes that extragastric lesions must 
coexist for the production of Addisonian anaemia—possibly 
due to the destruction of argentaffin cells in the duodenum, 
small intestine, colon, and appendix, those in the stomach 
having been already removed—and that an adequate and well- 
balanced diet should suffice to prevent its occurrence. 

Karl Meyer (1941) suggests that pernicious anaemia does 
not occur after total gastrectomy only because the patients 
do not often survive long enough. He reports a case of total 
gastrectomy performed in Oct., 1933, for chronic non-specific 
linitis plastica in which the pre-operative haemoglobin was 
80% and erythrocytes 4,220,000. In 1938 the latter were 
5,000,000 ; but in 1939—6 years after operation—the patient 
developed the typical haematological picture of pernicious 
anaemia. 

Rowlands and Levy Simpson (1932) collected 17 cases of 
Addisonian anaemia following gastric operations, of which 5 
occurred after total, 8 after partial gastrectomy, and 4 after 
gastro-enterostomy: considering the rarity of total gastrectomy 
this is a high incidence. 

Prognosis 


From the standpoint of the restoration of health the results 
of the operation are, however, distinctly favourable. The 
patients have good appetites and enjoy life; many return to 
work and can lead a normal existence. Roeder (1933), more- 
over, makes the interesting observation that in his surviving 
case the patient experienced normal sensations of hunger 
despite the absence of the stomach, which has hitherto been 
considered as the exclusive somatic site for hunger. 

The immediate post-operative mortality is, however, high 
(53.8% according to Finney and Rienhoff, 50% according to 
Roeder), though among 8 cases of total gastrectomy performed 
at the Mayo Clinic during 1940 (Gray, Walters, and Priestley, 
1941) there was only one death—a mortality of 124%. The 
ultimate prognosis as regards survival after operation is dis- 
appointing, the average duration of life being well under two 
years—almost all dying of metastases. The survival period of 
20 cases from the Mayo Clinic (Eusterman and Balfour, 1935) 
is as follows: One case lived 3 years 9 months ; two cases lived 
2 years 8 months ; one case lived 2 years 3 months; 16 cases 
lived for less than a year after operation. 

The following are the longest recorded periods of survival 
from a careful study of the literature available in the English 
language: 


il) Moynihan . 3 years 8 months. Died of secondary anaemia 


(2) Zikoff a . 4 years 8 months 

() Mayo, W. J. _ 2 years 11 months (3 years 9 months). Died 
from ? pernicious type of anaemia 

(4) Brun . 4 years 


(The above four are ‘quoted from Finney and Rienhoff, 1929.) 
(S) Allen (1938) .. me .. 4 years 6 months. Alive and well at time 


(© Lahey (1938) . 3 years 4 months. Died of recurrence 
(7) Jordan (1941) i .. 2 years 9 months. Total gastrectomy for 
leiomyosarcoma. Alive and well 


of report 


Two Personal Cases 
To the above list we wish to add the following 2 cases— 
the first surviving for 3 years 2 months and the second for 
3 years 6 months after total gastrectomy. 


Case E. A. 

The first patient, a man aged 45, presented himself at the 
Royal Free Hospital on Dec. 9, 1932, with a history of vague 
indigestion of some years’ duration. Following a haematemesis 
in April of that year he had complained of attacks of abdominal 
pain half an hour after food, relieved by vomiting. Despite 
melaena he felt fit, his appetite remained unimpaired, and there 
had been no loss of weight. 

Clinical examination showed a thin but otherwise healthy 
individual. A blood count showed R.B.C. 3,030,000 ; Hb 49% ; 
C.I. 0.81; W.B.C. 11,500. Operation on Dec. 12, 1932, dis- 
closed on the posterior wall of the stomach a large ulcer with 
a raised red indurated edge extending up to the cardiac orifice. 
A total gastrectomy with retrocolic oesophago-jejunostomy was 
performed, and after an uneventful convalescence the patient 
was discharged a month later. He resumed work immediately 
for economic reasons. Section revealed an “ ulcer-cancer.” 
The glands showed chronic inflammatory changes and the 
effects of lymphatic obstruction only. 


Two years later, in Jan., 1935, he was readmitted with pain 
in the left hypochondrium which had been present for 6 months 
and was aggravated by food. In addition he occasionally 
vomited yellowish watery fluid and this was associated with 
black stools. A blood count showed a marked hypochromic 
normocytic anaemia with R.B.C. 3,790,000, Hb 39%, C.I. 0.5, 
and W.B.C. 14,500, and the stools contained occult blood. 
Barium passed normally down the oesophagus and there was 
no demonstrable abnormality of either the afferent or efferent 
loop or at the anastomosis. 

In Oct., 1935—34 months after operation—he was readmitted 
on account of burning pain in the epigastrium and difficulty in 
keeping solid food down. Clinical examination revealed no 
evidence of recurrence ; barium, however, was held up at the 
lower end of the oesophagus, which was constantly craggy, and 
was convulsively regurgitated into the upper part. There was — 
no sign of any fistula into the colon. He returned home a 
month later to a lighter form of work and died on Feb. 12. 
1936—3 years 2 months after his operation. 


Case J. K. 


The second patient, a woman aged 42, was admitted into the 
medical wards on July 25, 1938, complaining of epigastric 
discomfort and pain of two months’ duration. This pain 
appeared 2 to 3 hours after food and was relieved by alkaline 

wders and by light diet. Her initial nausea had been 
ollowed by attacks of retching, during which she vomited small 
amounts of watery fluid which was occasionally blood-stained. 
Her bowels had been costive, and on two occasions her stools 
had been dark and tarry. Her appetite was poor and she had 
lost 12 Ib. in the preceding two months. She stated that she 
had had indigestion for years, and two months previously had 
undergone an operation for acute appendicitis. 

Clinical examination showed a pale emaciated patient. There 
was visible epigastric peristalsis and a hard irregular mobile 
ovoid mass in the epigastrium. Investigations were as follows: 

June 16, 1938.—Barium meal. Immediate: Projection on 
posterior surface in middle third. Peristalsis quiet. Pylorus 
relaxes at once. ‘Duodenal cap normal. (Fig. 3.) 

July 20.—Barium meal. Immediate: Irregular projection on 
greater curvature coincides with the mass palpable half an hour 
after the meal. Appearance strongly in favour of rapidly 
advancing neoplasm. (Both meals before admission.) 

July 25.—Blood count: Hb 68%, R.B.C. 4,340,000, C.1. 0.79 . 
W.B.C. 7,750 (polymorphs 74%, lymphocytes 21%, monocytes 
4.5%, basophils 0.5%). Red cells show anisocytosis, hypo- 
chromasia, and polychromasia. 

July 26.—Stool: Test for occult blood positive. 

July 27.—Histamine test meal: Volume of resting juice 25 


c.cm. Some red blood cells and debris; pus cells. Raised 
normal curve. 
Aug, 8.—Hb 70%, R.B.C. 4,860,000. 
Operation.—Pre-operative medical treatment was given 


Operation was performed on Aug. 8 by one of us (C. A. J.). 
cyclopropane anaesthesia being administered by Dr. Morris. 
The findings were: carcinomatous leather-bottle stomach ex- 
tending to within an inch of oesophageal opening and to within 
1 in. of the pylorus ; enlargement of glands along the greater 
curvature ; no evidence of metastases. The procedure was as 
follows. The pylorus and first part of the duodenum were 
mobilized ; the latter was divided between crushing clamps and 
the distal end closed. The greater omentum was completely 
dissected from the colon. The lesser omentum was divided, 
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and stomach and as much of the intrathoracic oesophagus as 
aan were mobilized. Through the transverse mesocolon a 
oop of jejunum was brought up to the oesophagus and, follow- 
ing Moynihan’s technique, an oesophago-jejunostomy was per- 
formed. Failing to cover the suture line with omentum, the 
abdomen was closed. 

The operation took 1 hour 10 minutes ; the patient returned 
to the ward in good condition. She was given rectal salines 
4-hourly, and on the next day was taking | oz. of water hourly 
by mouth. This was gradually increased, and by the third day 
she was having small amounts of milk. Subsequently a diet 
of high caloric value was added, so that within a week she 
was taking a fair quantity of food at 2-hourly intervals. A 
fortnight later the patient was up and about, taking 2-hourly 
feeds of chicken, potatoes, eggs, fish, etc. She was allowed 
home 22 days after operation. 


Fic. 1.—Case J. K. Stomach and great omentum after 
removal, showing widespread carcinomatous infiltration from 
cardia to pylorus. 


“Fic. 2.—Case J. K. Photomicrograph from section of 
gastric wall to show muscular hypertrophy and focus of 
adenocarcinoma. 


Pathological Report.—* A ‘ \eather-bottle’ or diffuse type of 
carcinoma of the stomach extending from the oesophagus to 
the pylorus and involving the whole of the lesser curvature and 
portion of the greater curvature. The wall of the stomach is 
considerably thickened and all the coats are invaded by tumour 
cells in the region of the lesser curvature, producing ulceration 
of the surface mucosa ; elsewhere the normal mucosa is intact. 
Microscopically, the malignant cells are irregularly scattered 
through the stomach wall and associated with a generalized 
fibrosis. An occasional irregular acinus is formed, and some 
of the cells contain mucous globules. Lymph glands along 
both curvatures are not enlarged, but several contain micro- 
scopic growth.” (Figs. 1 and 2.) 


Subsequent Progress.—The patient a year later was enjoyi 
life and her food—four square meals a day. In March, 194], 
one of us (C. A. J.) removed bilateral Krukenberg tumours, 
section of which showed adenocarcinoma with low mucus- 
secreting columnar cells suggesting secondary carcinoma from 
stomach. She was readmitted for investigation on Oct. 19, 
1941, 3 years 2 months after her gastrectomy, during which 
period she had been doing all her housework, including the 


Fic. 3.—Case J.K. Radiological appearance of stomach 
immediately after barium meal (erect). 


Fic. 4.—Case J. K. Post-operative radiogiaph showing barium 
Passing direct from oesophagus to jejunum. 
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laundry and looking after her two children. A blood count 
showed Hb 58%, R.B.C. 2,960,000, C.I. 0.98, W.B.C. 11,400. 
The red cells were normal in size, shape, and staining. The 
white cells were of normal adult type. A radiograph of the 
chest revealed no abnormality. A barium meal showed total 
— with a filling defect in the transverse colon. 

1g 

-. was discharged home a few days later and died on 
Feb. 1942—3 years 6 months after total gastrectomy. No 
eo was performed, though she must certainly have died 
of abdominal metastases. 


Summary 
A brief review of total gastrectomy shows that the operation 
is indicated for patients in good condition when the carcinoma 
is operable and the anastomosis can be performed without 
tension. 


Life after total gastrectomy is on the whole short, though 
those that survive may enjoy reasonably good health without 
any serious dietetic restriction. 


A further 47 successful cases have been collected from the 
available English literature since Roeder’s article in 1933, 
making a total of 135 reported cases of total gastrectomy. 

In addition two personal cases surviving the operation oy 
3 years 2 months and 3 years 6 months, respectively, are 
described. 
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The annual general meeting of the British Social Hygiene Council, 
the first since it became an independent voluntary body with no 
financial or other control by the Ministry of Health, was held at 
B.M.A. House with the president, Sir Walter Langdon-Brown, in 
the chair. The council is now devoting its energies to the promotion 
of social biology, including the social implications of venereal 
disease, and the president took as the subject of his address “ The 
Place of Social Biology in the Sciences.” He stressed the inter- 
dependence of all life, pointing out that all living organisms, from 
the lowest to the highest, were governed by the same natural “ laws.” 
After showing that the kinetic energy of animals was derived from 
the potential energy stored in plants, he traced the progressive stages 
in animals from reflex action to instinct, from instinct to intelligence, 
and from this to the still higher values of life. The annual report 
of the council was adopted, and on the motion of Mr. McAdam 
Eccles the officers were re-elected, as also was the executive com- 
mittee, which was strengthened in the field of social biology by the 
addition (ex officio) of the chairmen of the newly appointed com- 
mittees, including Prof. F. A. E. Crew, F.R.S., and Sir Francis 
Fremantle. 


PREPARATION OF THE HANDS FOR 
OPERATION 


BY 


W. A. COCHRANE, F.R.C.S.Ed. 


Surgeon, Princess Margaret Rose Hospital, Edinburgh; Associate 
Assistant Surgeon in Orthopaedics, Royal Infirmary, Edinburgh; 
Lecturer in Orthopaedic Surgery, University of Edinburgh 


If the shortage of gloves continues we may, as a war necessity; 
have to operate without them. In point of fact, the use of 
rubber gloves in surgery is comparatively recent: they were 
introduced in the early years of this century. I have it on 
the good authority of a surgeon who operated before that time 
that the cases did well. I operated without gloves for some 
years as assistant to Sir Harold Stiles, who did not use them in 
clean cases. I have no recollection of a single case becoming 
infected. The following method, which I was taught to use 
and which I habitually employed, may prove of interest and 
value to surgeons and nurses. It is reliable. It takes a little 
time and trouble, but safe hands are worth it. As one becomes 
expert the time taken can be shortened. 


The Procedure 


Three washings are carried out. The first is for 10 minutes 
in a sterile basin half full of very warm water, to which soap 
spirit has been added. It is whipped up into a good lather. 
A soft but firm sterile nail-brush is used to scrub the fingers 
and palms, particularly in the line of the skin folds—i.e., across 
the hand. The scrubbing should not be strenuous on the backs 
of the hands, the wrists, forearms, and elbows, as the skin in 
these situations is thin. Special attention is paid to the tips, 
sides, and clefts of each finger, with the hands in the lather. 
A test of one’s efficiency is to cover the hands with lamp-black 
in oil and wash them off in the dark or blindfold. Any 
parts still black will show what areas are being inadequately 
scrubbed. 

For the second washing, the basin is filled with a change 
of warm water. Soap spirit is added as before, and a table- 
spoonful of cresol. The process of washing and scrubbing is 
repeated for 5 minutes. 

A final wash of 3 minutes in a fresh sterile basin, with 
another sterile brush, rather softer than the other, and using 
water and cresol only, is given. The hands, wrists, and forearms 
are then rinsed in warm sterile saline. 

During the operation the surgeon uses two lotion-basins: 
one contains warm sterile water and cresol, the other sterile 
saline. The former is for washing blood from his hands, which 
are then passed through the saline. Cresol and water are 
ideal for clearing the hands of blood. Somebody may say that 
cresol, lysol, or antiseptol used in the manner indicated will 
irritate the skin. If one obtains a good antiseptic of this type, 
this is not likely to happen, especially if on completing the 
operation a point is made of washing the hands and arms with 
soap under the running tap. This is an important point to 
remember. 

An operation begins with the preparation of the hands. 
Whichever plan is adopted, it should be thorough and un- 
hurried, whether gloves are used or not. It must stand up 
to the test of producing good results. For those who have 
never tried to operate without gloves I can give the assurance 
that there need be no alarm on that score if the above method 
is carefully employed. I think that an antiseptic is required. 
It is for this reason that I prefer use of the sterile basins 
rather than washing-up beneath the running tap with soap and 
water only. 

The best way to scrub the finger-tips and the backs of the 
fingers is by holding the brush steady beneath the lather, 
bristles uppermost, and moving the fingers of the other hand 
rapidly to and fro across it. Between operations, the fina! 
— described above is repeated for about 2 minutes. If 

a very pure cresol is used it can be in surprising concentration 
actually without irritating the skin: the surgeon soon learns 
by experience how much to use. In the first wash-up the soap 
spirit is poured in from a bottle ; the soap spirit and the cresol 
in sterile dishes are placed at the surgeon's side. 
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Medical Memoranda 


Silicosis in a Chert-miner 


The following case seems to be worthy of record in that it 
is, so far as | am aware, the first case of silicosis occurring in 
a chert-miner to be definitely acknowledged by the Silicosis 
Board, and in fact the only undisputed case of silicosis due to 
éhert yet reported—a recent case having proved negative on 
 ~eeaa findings although compensation was paid during 
life. 

Chert, or petrosilex as it was formerly called, is a very hard 
rock or flint stone. It can be of various colours—blue, black, 
or white. In some cases chert is solid all the way through ; 
in others it is in layers with the limestone, and is called roof 
chert. It is a compound of silica and limestone, and 80% is 
mined in Bakewell, Derbyshire. The proportion of silica varies 
in different specimens, being within the wide ranges of 
30% and 90°. Chert is used for grinding all pottery materials, 
and in glazing ; it is ground into paste in the Potteries. Before 
this war it was constantly being exported. 


Case HISTORY 

I first sent this man in Jan., 1934, to see Dr. P. Heffernan, 
who was unable to find any signs of tuberculosis in his chest. 
Although periodical radiographs have been taken regularly and 
the sputum has been examined for the tubercle bacillus the 
results have always been negative. The first, taken in 1934, 
showed a most perfect picture of silicosis—just like a snow- 
storm ; and plates have been taken at regular intervals for the 
past 9 years. The radiograph here reproduced was kindly taken 


Radiograph of the case, showing nodular fibrosis in each lung. 


for me by Dr. Grout of Sheffield in 1939. (It is only owing to 
absence on war service that I have not published the case 
before.) It shows nodular fibrosis in each lung. The chief 
symptoms in this case were shortness of breath, cough with 
some sputum, and a feeling of weakness and tiredness. The 
man’s history is particularly important in view of the hand 
labour, subsequently replaced by machine labour. 

The patient was born in 1886 and started work in 1898 at 
mine A, working below ground as a drill-turner with the striker 
beside him. The men worked unprotected, and dust flew about. 
In 1899 hand work was done away with and machinery was 
introduced in the limestone. Subsequently he was a poker- 
holder on the boring machines for 2 years; then a machine 
driver for 4 years. He subsequently worked for about 14 years 


in the chert—all hand striking and hand boring. He left Mine 
A and went to Mine B, where he worked for 11 years in the 
chert—all underground work, all machine boring. In all, he 
worked about 31 years in chert. He left work in 1935. Full 
compensation has been agreed to, and paid since 1936. One 
fact should be mentioned in all fairness. In 1918 he left cherf 
for 3 weeks and was employed in sandstone, but he was onl 
cleaning up, and did not actually work in sandstone himself. 
so I feel that this period of 3 weeks can be overlooked. At 
one time he drank a fair amount of alcohol after work, and the 
fact that he did so may have been a contributory cause of his 
sensitivity to absorption of silica dust. He also had some 
degree of cirrhosis of the liver and has had more than one 
attack of delirium tremens. The radiograph in this case is 
diagnostic and conclusive. 


My thanks are due to Dr. P. Heffernan for his great help in the’ 


diagnosis of this case. 
C. W. Evans, M.R.C.S., 
Bakewell. Late Capt., R.A.M.C. 


Acute Benign Dermatomyositis 


A mild type of myositis or myalgia has been described from 
time to time under the heading of Bornholm disease. The pain 
is upper abdominal or thoracic, of abrupt onset and severe, 
and accompanied by fever and sweating. It has been regarded 
as a toxic myositis due to a specific infection, since on occasion 
it appears as a small epidemic. Hypersensitivity of the skin 
does not form part of this syndrome, but a combination of 
myositis with tender skin and peripheral neuritis has been 
recognized and described under the term dermatoneuromyositis. 
Such cases are usually grave, since a residual fibrosis of muscle 
and skin leads to the condition of sclerodermia, which has only 
recently been recognized as the sequela of an acute dermato- 
myositis. Intermediate forms are probably not uncommon. 
Williams (1941) described 5 cases of benign dermatoneuromyo- 
sitis occurring shortly after inoculation with typhoid vaccine. 
There were meningeal symptoms, and the spinal fluid showed 
an increase of Cells but was sterile. He gave reasons for con- 
sidering allergy not the essential cause, and attributed the illness 
to a virus infection. The isolated case described below woulg 
seem to be another variant of the same syndrome. 


Case REPORT 


A farmer aged 32 was admitted to the Royal Northern , 


Infirmary on April 21, 1942, as an emergency case. On April 
11 he had felt tired and rather stiff after working late mixing 
pig food. This slight stiffness and tiredness persisted for the 
next 3 days, when he had a bout of sneezing, and on‘ the follow- 
ing day, April 16, he had frontal headache and a general in- 
crease in the feeling of stiffness. Seen by his doctor on the 
18th, he had a temperature of 101° F. and a pulse of 68, and 
on this day developed retention of urine and vomited repeatedly. 
He described severe headache, both frontal and occipital, and 
epigastric pain. He now began te find his skin very tender, 
and noticed that any little effort made him sweat profusely. He 
was catheterized twice by his doctor before admission to 
hospital. : 
He was afebrile after reaching hospital. Any movement, 
except of the hands, gave him acute agony. He preferred to 
remain in a half-sitting position, and could not bear to feel the 
bedclothes touch his skin ; but over certain parts—e.g., in the 
left leg and the right thigh—there were areas of reduced sensi- 
bility to superficial stimuli. No reduction in appreciation of 
temperature was present, but cold objects were felt as painful. 
Sense of position and localization and vibration were all intact. 
Over the trunk and the greater part of the limbs light 
touch felt to him as if he were being rubbed with sand- 
paper. Photophobia was present. He was catheterized without 
any difficulty, and retention appeared to be due to the extreme 
pain accasioned by efforts at voluntary micturition. No physical 
signs apart from those described were found in the nervous 
system or any other system. His spinal fluid on April 23 was 
completely normal, and the white cell count on the same day 
was 5,200 per c.mm. (polymorphs 49%, lymphocytes 46%, 
monocytes 4%, eosinophils 1%). Within 3 days of admission he 
was able to move about quite freely and there was no further 
retention of urine. At the end of a week all his symptoms had 
disappeared except for a feeling of numbness and altered sensa- 
tion to light touch in the legs. He was discharged from hospital 
after a fortnight and was seen again a month later : he was then 
in perfect health except that he still complained of a slight 
sensation of numbness in his feet. : 


Duncan Leys, M.D., F.R.C.P.. 
Consulting Physician, Highlands and Islands Medical Service 
REFERENCE 
Williams, Denis (1941). Quart. J. Med., 10, 283. 
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Reviews 


MACHINERY OF A MEDICAL ORGANIZATION 
The Political Life of the American Medical Association. By Oliver Garceau. 
(Pp. 186. 14s.) Massachusetts: Harvard University Press; London : 
Oxford University Press. 1942. : 
This is a sociological study of the machinery of a medical 
organization by a lay expert whose basic interest is in the 
influence on the State of the “ group,” which je describes as 
representing a point of view “which cannot be expressed in 
ordinary politics by the individual voter.” Groups are “ not 
only wholesalers but manufacturers of opinion.” The com- 
munity judges a group largely by the way in which it conducts 
its affairs. Mr. Garceau chose the A.M.A. for his study 
because of its size and importance and because it is a profes- 
sional group. A profession he describes as a group whose 
code of ethics is potentially powerful enough to “ raise indi- 
vidual conduct above the level it would otherwise attain.” By 
the light of this high standard he examines the political record 
of the A.M.A. in what appears to be a scientifically objective 
way. 

He finds it defective in its power or its willingness to provide 
for the effective outlet of minority opinion. As an example, 
he accuses it of deliberate suppression in its journal of informa- 
tion on the burning question of State insurance coming from 
authoritative quarters in countries where the experiment has 
been made. Examining its ethical machinery, he is of opinion 
that co-called medical ethical questions are mostly matters 
of economics. He thinks that the machinery of the A.M.A. 
has “ borrowed from its surroundings the powerful myths of 
, oligarchy, a little tyranny, an elaborate democracy, and a 
strain of aristocracy.” He sharply criticizes the absence of 
real control by the House of Delegates (the opposite number 
of our Representative Body) over its admjnistrative officers and 
,its budget. - 
, , He makes full allowance for the difficulties of organization 
over such a wide area, comprising 48 States with differing 


| legislations, but he thinks that the leadership of the Association 


is very astute and has little to learn from the professional 
‘politicians at Washington. In spite of its great efforts at 
» centralization he thinks it is on the whole still rather a federa- 
,tion than a cenjralized national organization. He observes 
signs that an influential minority movement may be developing, 
headed by “ the Committee of Physicians,” a small central body 
céntaining many influential men whose avowed object is to act 
as “the nucleus of liberal and progressive thought inside the 
A.M.A.” He makes some interesting remarks on the familiar 
point that the average medical man has no use for medical 
politics. Indeed, he offers the plausible excuse for him that, 
contrary to average citizen, he can find in the practice of 
his profession all the mental stimulation he requires, whereas 
the general body of citizens need some form of “ extra-mural ” 
activity, of which politics is one of the most obvious. He is 
stronely of opinion, however, that in neglecting the politics 
of his group the indifferent doctor is wrong. Skill in politics, 
he says, is as necessary to successful social life as the develop- 
ment of surgical skill or the control of disease. Holding this 
ideal of politics he pleads that what the medical profession 
needs is more medical politicians of the right kind and not 
fewer. To the criticism that laymen are not fit to have an opinion 
on medical matters, he opposes his view that that does not 


apply to the politics and economics of the profession, which 
are of the same order in all spheres of life. He ends by saying: 
“Tt would be a tragedy for the whole community if the A.M.A. 
fails to elicit public respect. The answer lies in the political 
life within the A.M.A. itself.” 

The book is of great interest to all who believe that the 
medical profession is destined to play an increasing part in 
national affairs; and though the problems-of the American 
Profession differ in many ways from those of other countries, 
they are the same in essence. This study can be cordially 
recommended to all who believe it to be a duty to see that 
a medical organization should exist, not only for the support 
and protection of its members, but in order to bring the 
legitimate and special influence of the profession to bear on 
the affairs of their country. a. 


CANCER OF THE UTERUS 

Cancer of the Uterus. By Elizabeth Hurdon, C.B.E.. M.D. Oxford 

Medical Publications. (Pp. 188. 17s. 6d.) London: Oxford University 

Press. 1942. 

The incidence and mortality of carcinoma of the cervix present 
to obstetricians and gynaecologists the greatest problem they 
have yet had to solve. The great work of Wertheim in Vienna 
and Bonney in this country resulted in the development of a 
superb technique for the radical abdominal treatment of 
operable cases. Meanwhile Schauta was perfecting the radical 
vaginal operation which now has many supporters in Con- 
tinental clinics. The best results obtained by either technique 
were encouraging rather than satisfying. With the advent of 
modern methods of intracavity radiation supplemented by 
external radiation new methods of treatment were developed, 
and with them came new hope for the future. The time is 
opportune for a wide survey of the problems involved, and 
for this reason an enthusiastic reception is assured for Cancer 
of the Uterus by Dr. Elizabeth Hurdon. The book is a masterly 
production written by one who had a wide and intimate 
knowledge of her subject. She had worked as an associate 
in gynaecology at Johns Hopkins University, where with Dr. 
Howard Kelly she first studied the pathology of uterine cancer 
and the modern methods of radiation treatment. Later 
Dr. Hurdon was largely responsible for establishing a unit 
for the radium treatment of cancer in women at the Marie 
Curie Hospital, London, where she held the post of medical 
director until 1938. Following her resignation Dr. Hurdon 
devoted the last years of her life to writing this book. She did 
not live to see its publication, but in its pages she has made 
a contribution to the common cause possibly even greater than 
that which was made by the outstanding work of her lifetime. 
The book gives a comprehensive and statesmanlike review of 
the whole subject and points the way to future progress. 

The claim is made that with early diagnosis and adequate 
treatment 60 to 70% of cases of cervical carcinoma and 80 to 
90% of cases of carcinoma of the corpus might be cured. 
That these figures are not idle ones is shown by the fact that 
in the results published from the Marie Curie Clinic the absolute 
5-year survival rate in Stage 1 and Stage 2 cases was 80% and 
61.5%, and the 10-year absolute survival rate was 63.6% 
and 41.9%. 

The book opens with a general survey of the carcinoma 
problem in which such subjects as the incidence, nature, and 
ultimate cause and predisposing factors are discussed. An 
excellent account of the clinical pathology in all its aspects 
is then given. One minor criticism concerns the reference to 
superficial curettage as a means of obtaining biopsy material, 
for no warning is given of the very real danger of missing an 
underlying infiltrating growth. The treatment of cervical 
cancer is then discussed in great detail and the position as it 
now stands is reviewed impartially and clearly. An excellent 
chapter is devoted to the treatment of the operative complica- 
tions, such as tumour infection, pyometria, anaemia, and 
pelvic sepsis. The post-operative complications are discussed 
with equal thoroughness and clarity. The important problem 
of carcinoma of the cervical stump following subtotal 
hysterectomy receives the attention it merits. There were 27 
of these cases in a total of 1,296 cases reviewed, with an 
additional 7 cases in which the cervix was the seat of carcinoma 
at the time the subtotal hysterectomy was performed. One 
chapter is devoted to the subject of carcinoma of cervix and 
pregnancy, and includes a most interesting review of the litera- 
ture, in which are recorded 15 cases of pregnancy following 
irradiation for carcinoma of the cervix. Carcinoma of the 
corpus, vagina, and vulva, and sarcoma of the uterus are all 
separately considered. Endometriosis is discussed, but not very 
fully, and the chapter on this could well be omitted from 
subsequent editions or else revised to give a broader survey 
of the problem of treatment of this not uncommon condition. 
A final section deals with radiation therapy for uterine haemor- 
rhage in non-malignant disease. ’ 

The book has been very carefully produced, is well illustrated, 
and should have a place of honour near the desk of every 
gynaecologist. If every general practitioner also had a copy 
and gave heed to its teaching the day of 60 to 90% cures for 
carcinoma of the uterus might dawn sooner than we at present 


dare hope. 
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MEDICAL JURISPRUDENCE 


Medical Jurisprudence and Toxicology. By John Glaister, M.D., D.Sc. 

Seventh edition. (Pp. 671; illustrated. 28s) Edinburgh: E. and S. 

Livingstone. 
Since its first appearance in 1902 Glaister’s Medical Juris- 
prudence has gathered very many devoted readers, for whom 
it is the trusted arbiter in every medico-legal doubt. They 
will welcome the appearance of the seventh edition. Among 
the improvements which Prof. Glaister has made are the 
elimination of small type, and the collection of bibliographical 
references at the end of each section. He has completely 
recast the book and almost entirely rewritten it. He has brought 
up to date his references to legislation and has included notes 
of many recent legal decisions, and most of the medical cases 
cited for illustration are new. The section on toxicology, the 
subject with which the author's reputation is more particularly 
associated, has been drastically revised, and he has included 
descriptions of additional poisons. He has wisely excluded 
most of the earlier accounts of methods of quantitative estima- 
tion, judging that such matters are for the analyst and are 
outside the scope of the medical practitioner. He, however, 
gives adequate reference to authoritative works on the inter- 
pretation of the results of analysis, and describes qualitative 
tests. He has omitted emergency legislation—very little of 
which, in any event, bears on medical jurisprudence—except for 
an appendix on the procedure when death follows an air raid 
and is therefore outside the duty of the coroner. His last 
chapter deals with war gases and the effects of blast, but not 
with the interesting effects on the kidney of crush injuries, 
which has attracted so much attention during the last two 
years. His account of the law of forensic medicine is very 
condensed but adequate for most everyday purposes of the 
practitioner, and includes the law both of England and of 
Scotland. The photographs are as good as ever, and the paper 
shortage has made no difference to the excellence of the 
presentation. 


Notes on Books 


War Gases and Foodstuffs, by W. R. Woo tprivGce, Ph.D., 
M.Sc., contains a discussion of the properties of war gases and 
of their effects on various kinds of food, and is directed chiefly 
to the consideration of the possibility of salvage of con- 
taminated foods. The subject is treated from manifold aspects, 
regard being paid to the many different problems arising from 
different conditions and circumstances. The book provides 
useful reading, but may appear more academical than helpful 
to the reader seeking practical guidance. It is published in 
London by Leonard Hill Ltd., of 17, Stratford Place, W., price 
2s. 8d. post free. 


Preparations and Appliances 


THE “RAILED” SPLINT 


Drs. G. A. PoLLock and Georce Brooks, of the Wilkie Sur- 
gical Research Laboratory, University of Edinburgh, write: 


The rate and extent of recovery of joint function after opera- 
tive procedures on the articular structures or injuries to the 
related bones depend largely on the patient's ability and 
willingness to co-operate in his post-operative care. In our 
experience pain is one of the most important factors in delay- 
ing recovery. The muscle spasm caused by the pain of an 
early unsupported movement or provoked by a clumsy post- 
operative manipulation may delay recovery for weeks by 
rendering the patient afraid to continue with his exercises. 
Subsequent unsympathetic treatment directed towards breaking 
down “joint adhesions” by force makes matters worse by in- 
creasing muscle spasm and antagonizing the patient. This is 
particularly true after the operations of synovectomy or arthro- 
plasty, but it-also occurs after fractures of the femur or over- 
enthusiastic manipulations of an arthritic knee- or hip-joint. 

To lessen the pain of early post-operative joint function, and 
so secure the enthusiastic co-operation of the patient in the 
performance of his exercises, we have devised the “ railed 
splint.” This apparatus (Fig. 1, a) resembles roughly a Thomas 
splint hinged at the knee and hip. Proximally it is attached 
to a U-shaped support (B), from the base of which a single rail 


(c) runs distally, serving the double purpose of base-piece and 
rail. p is a clamp to secure the splint to the foot of the bed ; 


E is a grooved wheel which runs along the rail c and can be 
locked at F; G is a metal loop with a rope-and-pulley attach. 
ment to a Balkan frame and a handle (nH). 

By pulling on H the patient can produce flexion of his knee. 
and hip-joints (Fig. 2). The range of movement can be gauged 
accurately by the patient, so that it is practically painless, ang 
as he is in control of his movements he soon gains complete 
confidence in the apparatus. The wheel (&) reduces friction to 
a minimum and permits of free and easy motion. Genu recur. 
vatum is prevented by the metal catch (1) placed just proximal 
to the lateral pulleys (3). In a short time the patient can obtain 


| 


. Fic. 3 


good range of painless movement, and as he can check the 
degree of flexion daily by noting the position of a coloured 
section of the pulley rope he is encouraged to proceed to still 
greater effort in mobilizing the affected joints. ; 
When locked at F the splint is converted into a modified 
Thomas knee-splint (Fig. 3). In this form it can be used in 
the early treatment of fracture of the femur by weight-and- 
pulley extension over K. Countertraction is produced by the 
weight of the patient's body. Once a satisfactory position 1s 
_ obtained traction on a fractured femur can be maintained by 
means of the laterally placed pulleys at 3, while the knee and 
hip are kept mobile. This is of importance in the later stages 
of treatment of most fractures of the femur or following the 
insertion of a Smith-Petersen pin for fracture of the femoral 
neck, but it is of prime concern in the treatment of fractures 
of this bone in elderly arthritics. ; 
The apparatus has been made for us by Messrs. Archibald 
Young and Son, Ltd., of Edinburgh. 
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THE KENNY TREATMENT OF 
POLIOMYELITIS 


if it were not for the more pressing medical problems of 
the war it is probable that much greater interest would 
have been aroused in this country by reports coming from 
the U.S.A. of the work of Miss Elizabeth Kenny. An 
earlier phase of Sister Kenny’s work will be remembered 
by many readers of this Journal, for in 1938 we commented 
upon the report of a committee which had studied it.' 
This investigation was carried out at Carshalton under the 
auspices of the L.C.C., who had decided that Miss Kenny’s 
claim to be able to prevent permanent paralysis should 
receive every opportunity of demonstration. Her work 
was sympathetically supported and considered. In those 
days little was heard of any revolutionary ideas about the 
pathology of poliomyelitis. The main points in her treat- 
ment of the acute stage were, and still are, the use of 
fomentations and hydrotherapy for the relief of pain, 
early passive movements, the avoidance of all splints, and 
a finely graded system of re-education. The committee 
of experts, while appreciating the value of hydrotherapy 
as practised by Miss Kenny, considered that*very early 
movements, though harmless, were of unproved value. 
They agreed that, while it was possible under certain con- 
ditions to dispense with splints in the early stages of the 
disease, they did not approve of their entire abolition, and 
found that the mechanical methods substituted were in- 
adequate. The committee certainly deprecated unintelli- 
gent use of prolonged immobilization, which was not 
regarded as good “ orthodox treatment.” In emphasizing 
the benefit of mobility Miss Kenny had done useful work. 
Miss Kenny, who was apparently very pleased with her 
reception by the L.C.C., returned to Australia in August, 
1938. In 1939 Starr? gave a report to the Minister of Health 
for New South Wales which did not appreciably differ from 
that of the Carshalton study. In March, 1940, Miss Kenny 
appeared in the U.S.A., and in the following June began 


- work in the University of Minnesota, which later had the 


support of the National Foundation for Infantile Paralysis. 
As the result of the investigation of 50 patients treated in 
the early stage of the disease, workers in the University 
of Minnesota were satisfied that the length of time during 
which pain, tenderness, and spasm were present was greatly 
reduced, and that contractures caused by muscle-shortening 
during this period were prevented. There was an improve- 
ment-in the general condition of the patient as compared 
with other methods of treatment during a comparable time. 
The National Foundation was advised to press for wide 
dissemination of training in the Kenny methods. In 
December, 1941, the Journal of the American Medical 
Association * made this cautious statement: “ Adoption of 
the Kenny technique represents an elaboration of well- 
recognized principles,” and, “If there is any revolutionary 
element it consists in its abandonment of early rigid 
splinting and the adoption of continuous and meticulous 
hydrotherapy and physical therapy to maintain the function 
of muscles, at the same time producing increased comfort 
to the patient.” 


1 British Medical Journal, 1938, 2, 841, 852. 
2 Ibid., 1939, 2, 862. 
3 J. Amer. med. Ass., 1941, 117, 2171. 


There has been much that is confusing and uncritical in 
the writings of those who have taken up Sister Kenny's 
work : a “ new pathology ” is emerging which rationalizes* 
her theories on muscle spasm, mental alienation, and 
muscular incoordination, the fundamental features in 
which she is considered to differ from “ orthodoxy.” Dr. 
John Pohl’ of Minneapolis, who was one of the first in 
the U.S.A. to interest himself in Miss Kenny's work, states 
that her principles were “ designed for the management of 
specific findings which had never been previously recog- 
nized. Other methods have been aimed at the prevention 
of deformities, usually by splinting and immobilization 
rather than by treating the condition affecting the muscles 
which ultimately causes the deformities.” “Miss Kenny 
treats the disease, while other methods only deal with the 
after-effects.” Treatment based upon the three cardinal 
attributes mentioned above “can have nothing in common 
with the treatment designed for a disease exhibiting 
flaccidity of muscles and in which there is no recognition 
of incoordination.” According to Pohl, Miss Kenny has 
shown that the primary lesion is spasm and that this 
causes contractures. Opposing muscles are reflexly re- 
moved from voluntary control (“ mental alienation ”), with 
resultant pseudo-paralysis. Spasm plus mental alienation 
results in further damage by causing incoordination. Pohl 
does not deny that paralysis depending upon involvement 
of the motor cells of the spinal cord may be present, but 
little is said about it, for he regards spasm as the most 
common and most damaging element in the involved 
muscles. 

While not denying that there is room for improvement 
in the treatment of poliomyelitis and for further study of 
its underlying pathology, we believe that understanding 
will be enhanced by critical inquiry upon strictly neuro- 
logical lines. So far this does not seem to have been done 
in the U.S.A. In the textbooks it is recognized that in 
poliomyelitis there is gross disorganization of muscular 
function with over-action (which is another way of saying 
spasm) of unparalysed muscles and incoordination, and 
that fibrillation takes place in partially paralysed muscles. 
The study of action potentials® is not, therefore, we feel, 
a very conclusive piece of work in support of Miss Kenny's 
theories. Also well recognized in the pre-Kenny literature 
is the fact that the disease affects more than the anterior 
horn cells of the spinal cord. Lesions have been reported 
in the posterior root ganglia, as well as in tissues other 
than muscle throughout the body. It is not true, as Pohl 
suggests, that other methods have been aimed only at the 
prevention of deformity rather than at the condition 
affecting the muscles, or that Miss Kenny differs from 
other people in “treating the disease.” That mental 
alienation is no new idea is well shown by the following 


_ sentences from Jones and Lovett’: “ Muscle training is 


fundamentally an attempt to restore a cerebral motor 
impulse to a muscle, an impulse which has been either 
impaired or lost during the acute stage of poliomyelitis. 
. . . If a muscle is apparently without any power, the 
patient should concentrate his attention on the attempt 
to accomplish the movement while it is performed 
passively.” They knew all about incoordination, over- 
action or spasm of muscles, cerebral impulses, and the 
scrupulous care required for their protection and re- 
education. (A manual has now been produced by Drs. Cole, 
Pohl, and Knapp,* which in the U.S.A. is likely to be 
a standard guide for American workers in poliomyelitis. 
Their discussion of muscle physiology is incomplete and 
4 J. Amer. med. Ass. 1942, 119, 989. 

Tbid., 1942, 118, 1428. 

6 Ibid., 1942, 119, 923. 


? Orthopaedic Surgery. By Jones and Lovett. Ist and 2nd editions 
8 Arch. phys. Therap., 1942, 23, 399. 
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credits Miss Kenny with views about muscle action which 
at times are heterodox and at others are not Miss Kenny's 
at all, but those of well-known workers in kinesiology.) 

That absolutely rigid splinting for acute poliomyelitis 
has not in the past been the orthodox procedure in the 
United States is shown by a study of the American litera- 
ture and by at least one English commentator’ on American 
practice. The emphasis, however, has been on rest, and 
that this has been overdone by some people has recently 
been demonstrated in a paper from Oxford in connexion 
with the allied problem of peripheral nerve injuries.'" 
Nevertheless, we can scarcely agree with Dr. Lewin’s 
statement in a recent paper’! “that the Kenny treat- 
ment is evidently the last word in the management of 
the acute stage of intantile paralysis.” We do feel, 
however, that Miss Kenny has contributed something 
which has stimulated many of our American friends to 
fever heat, and that with the wonderful opportunities they 
possess they themselves will, by modification and develop- 
ment, make an important contribution to our understanding 
of infantile paralysis. In this regard we feel bound to 
comment particularly upon a report from Dr. Steindler’s 
clinic,'? in which a more critical note appears. These 
workers suggest that the pathological concept must be 
changed from the old idea of a purely motor deficiency 
originating in a lesion of the anterior horn cells, but they 
believe that it would be a mistake to relinquish all methods 
and devices which customary treatment instituted for the 
preservation of muscles, for the control of pain, and for 
the avoidance of fatigue; they do not believe that all 
fixation should be abandoned. The final sentence of this 
article one suspects is by Steindler himself ; it is certainly 
characteristic : ““I believe that when we are convinced of 
the soundness of the newer clinical observations in infantile 
paralysis, the application of common sense and of general 
biologic principles will make apparent the proper road of 
conduct, free from orthodoxy and from radicalism.” 

In spite of the invention of new names for old ideas, 
in spite of the benefits of Sister Kenny’s painstaking atien- 
tion to detail, which differs not in principle but possibly 
in emphasis, we believe that some American workers are 
giving extravagant credit to her work and are detracting 
from traditional American orthopaedics, to which sufferers 
from infantile paralysis the whole world over owe so much. 


WANTED: A NUTRITION POLICY 


Complacency is a much overused word nowadays, but how 
else are we to describe the attitude of some members of 
the profession and of our Administration to the question 
of Britain’s wartime nutrition? The recent statement'* of 
Prof. Sydenstricker of the University of Georgia, U.S.A., 


has been taken to imply that there is ground for complete - 


satisfaction. “ Wherever he had been he had been agree- 
ably impressed by the general appearance of well-being. 
So far he had seen no evidence of anything that should 
cause alarm. ‘ My outstanding impression is of the amaz- 
ing and efficient job done by the Ministries of Food and 
Health in handling the situation.”” Prof. Sydenstricker 
is an eminent expert in this field and has considerable 
experience in the diagnosis of nutritional deficiency disease. 
We are fortunate indeed in having a man of his outstand- 
ing knowledge with us at the present.time. But—and we 
ask this with the greatest deference—would it not be fairer 
to say that what Prof. Sydenstricker has demonstrated is 
that severe deficiency, of the type frequently seen in his 


9 J. Michiecan Soc., March, 1932. 
10 Lancet, 1942, 1 

11 Ilinois ‘med. ‘spi, 1942, p. 281. 

12 Arch. phy’. Therap., 1942, 2. 23, 325. 

13 Times, Aug. 13, 1942. 


native State of Georgia, is rare in England? He himse 
would be the first to admit that his observations are not 
intended to present a complete picture of nutritional status 
but referred mainly to the absence of signs of deficiency 
of vitamins of the B group, on which he is a recognized 
authority. More important, it is not possible to relate his 
findings to conditions before the war, because tests similar 
to those discovered and used by-Sydenstricker are of only 
a recent origin. If, for example, we assume that only 

5% of the population showed very mild signs of a specific 
deficiency, we might consider this as quite satisfactory; 
but if the incidence of this same mild deficiency before 
the war was 1%, the position is certainly far from satis. 
factory. It is of course equally true that if the incidence 
had previously been 20% we should, with justification, be 
highly gratified. 

The point we wish to emphasize is that the effect of the 
wartime dietary on the health of the people can be judged 
only by a comparison of the present-day nutritional condj- 
tion with that before the war. What emerges from a study 
of the few investigations in which such a comparison has 
been made certainly leaves no cause for complacency. 
Let us consider first the question of anaemia. Dr. Helen 
Mackay and her collaborators'* have shown a disturb- 
ing fall in haemoglobin in women and children since 
the war, and at a recent meeting of the Nutrition Society 
Prof. Stanley Davidson'*® reported similar results among 
pregnant women and adolescents in Scotland. Medical 
students at Leeds show, according to Dr. Murray Scott," 
a fall of haemoglobin of between 5% and 10% compared 
with pre-war levels. Nor is the increase in nutritional 
deficiency seen only in an increase of anaemia. There 
are several indications, for example, that the incidence of 
vitamin C deficiency is rising. Widdowson and Alington™ 
have calculated that there has been an appreciable fall in 
the average intake of vitamin C. Saturation tests have 
confirmed this,'* and there is also evidence that the increase 
in gingivitis, especially in the Services, is associated with 
a deficiency of vitamin C. Another indication that this 
deficiency is becoming commoner is the report by Dyke 
and his co-workers'® that many cases of pernicious anaemia 
have recently been found to show a decreased response to 
liver therapy, which could be rectified by the simultaneous 
administration of vitamin C. 

The nutrition of the child is probably of greater import- 
ance than that of any other section of the people. A mild 
deficiency for a year of, say, vitamin B, or vitamin C may 


produce in an adult suboptimal health or even frank defi- ’ 


ciency disease ; when a normal diet is resumed, however, 
there will almost certainly be complete recovery. But in 
a child there will be a failure of growth which nothing can 
completely restore. Medical men will therefore read with 
much concern the report of Dr. Milligan and Mr. Lewis- 
Faning on the physical and nutritional condition of children 
in wartime.” Continuing the excellent studies of the former 
worker on Glossop school children, these authors find that, 
between late 1940 and the end of 1941, there is in 11-year- 
old boys a diminished growth rate as measured by the 
increase of either height or weight, compared with the pre- 
war rate of children of the same age. They also deter- 
mined endurance by measuring the time a child could sup- 
port himself from a bar or could support a weight equal 
to his own on a pulley block. Both of these tests showed 
that the endurance was appreciably reduced during the 
period of observation. These results are certainly discon- 


14 Lancet, 1942, 2, 3 

15 British 1942, 405. 

16 Lancet, 1942, 1, 680. 

17 Ibid., 1941, 2, 361. 

18 Tbid., 1942. 1, = 647. 

19 Ibid., 1942, 2,2 

20 Med. 87, 77, 85, 93, 101, 109, 117. 
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WANTED: A NUTRITION POLICY 


Baritisu 
Mepical JOURNAL 641 


certing and make it impossible to continue in our attitude 
of “all's well on the nutrition front.” 

The policy of the Ministry of Food has received praise 
from most nutritional experts. In particular, school 
children appear to be well provided for in their allowance 
of school milk, in their full ration of cheese and, in older 
children, of meat. On theoretical grounds there is little 
reason for criticism, except perhaps that the special physio- 
logical requirements of adolescents have not received the 
consideration they deserve. But as the Times has so well 
said recently, a food policy, however adequate on theoreti- 
cal grounds, must be checked by its effect on nutrition ; it 
cannot be thought satisfactory -unless it is correlated with 
an effective nutrition policy. The proposed Nutrition 
Council, which we discussed fully in a leading article in 
the Journal of Sept. 26, would be able to organize and cor- 
relate nutritional surveys regularly throughout the country. 
As Milligan and Lewis-Faning say: “There is an urgent 
need for studies of this nature to be carried out elsewhere, 
especially to find out if growth is being retarded generally 
and if children are becoming prone to fatigue, as a situa- 
tion of that kind can hardly be left undealt with.” 


A RARE CAUSE OF SUDDEN DEATH IN 
EARLY LIFE 


Xanthoma tuberosum is characterized by nodules, tumours, 
and plaques situated particularly on the elbows, knees, and 
buttocks, and over the tendo Achillis and the tendons of 
the hands and feet. The cholesterol content of the blood 
is increased. Sudden death from cardiovascular involve- 
ment may occur. The hereditary nature of the condition 
was first noted by Wilks in 1868. Inheritance appears to 
be dominant, though incompletely so, for the disease not 
infrequently skips a generation, being transmitted, for 
example, from an affected grandparent through an 
apparently normal parent to an affected child. Hyper- 
cholesteraemia has, however, sometimes been noted in 
such apparently normal transmitters. The condition is 
rare, and, this being so, the absence of any undue fre- 
quency of consanguineous marriages among the parents of 
those affected is alone sufficient to rule out recessive inheri- 
tance. Bloom, Kaufman, and Stevens’ have described in 
detail a family exhibiting a striking incidence of early deaths 
from associated heart lesions. They lived at Philadelphia, 
though of Syrian origin. The father and mother were out- 
wardly normal. Of their 13 children 3 had died shortly 
after birth and 1 was an infant. Five of the remaining 9 
had developed the syndrome at the age of 3 or 4 years; 
no fewer than 4 of them had died of cardiovascular dis- 
ease. Another child, aged 8 years, had an abnormally high 
level of blood cholesterol, together with unmistakable 
evidence of a cardiac lesion, though without cutaneous 
involvement. Yet another, aged 44, had hyperchol- 
esteraemia, though he was apparently normal in other 
respects. The father, though outwardly normal, also had 
hypercholesteraemia. 

This family history emphasizes the point that it is pos- 
sible for a gross outward manifestation to behave as an 
irregular dominant, while a less obvious but more funda- 
mental underlying anomaly is directly and simply trans- 
mitted. In this case it may be that the hypercholesteraemia 
rarely if ever skips a generation, though the full syndrome 
does not always develop. This particular pedigree may, 
but probably does not, point to something more than simple 
dominant inheritance, for father and mother were second 
cousins ; and, though the mother’s blood was normal, 5 


1 Arch. Derm. Syph., Chicago, 1942, 45, 1. — 


of her 7 step-sibs, blood relatives of the father also, had an 
abnormally high blood cholesterol. In the absence of a 
knowledge of other families, this pedigree would be 
puzzling ; but, although it is possible that it does indicate 
something more than simple dominance, it is unnecessary 
to assume this. The authors have been led astray in sup- 
posing that 7 affected out of 9 probably means a real depar- 
ture from the 1 : | ratio characteristic of simple dominance, 
Actually a discrepancy as great as 7 of one kind and 2 of 
another would arise purely by chance 92 times out of 512 
on the average, or once in about 5.6 families. Without 
calculating the chances, however, the authors might have 
reflected that, in the case of another expected ratio of 1 : 1, 
the only surprising thing about a family of 7 boys and 2 
girls or 7 girls and 2 boys would be the Victorian abandon 
of the total number. 

The cutaneous manifestations are disfiguring and may 
be painful and disabling, but the most serious complication 
is the possible involvement of the cardiovascular system. 
One of this family at the age of 23 walked a mile and 
a half to church ; fifteen minutes later she fell and died. 
At post-mortem myocardial degeneration and coronary 
sclerosis were found, death being attributed to the latter. 
There were orange-yellow deposits in the aorta and, in fact, 
in all the arteries of the body. A sister had a heart attack 
at the age of 8. When she was 14 she awoke one night 
complaining of slight pain. After sleeping till the morning 
she still complained of the pain. The mother left her for 15 
minutes and found the child dead on her return. Another 
sister, aged 64, awoke complaining of severe epigastric 
pain; she died in little more than an hour. A brother 
was taken ill at the age of 18. He was shocked and appar- 
ently in pain, and died in 2} hours. The sole surviving 
child with cutaneous lesions was 114; he presented signs 
of cardiac involvement. One of the other children with 
hypercholesteraemia also had an organic heart lesion. The 
authors suggest that attempts could be made to reduce 
the blood cholesterol by a suitable diet or by the 
administration of pancreatic extract, and that this might 
possibly control the tendency to cutaneous and vascular 
complications. 


DIETHYLSTILBOESTROL FOR PROSTATIC 
CANCER 


The treatment of prostatic enlargement with hormones has 
proved disappointing. The discovery that an oestrogen 
produced hyperplasia of the prostate and vesicles in male 
mice submitted to its action for a considerable time, and 
that they could be protected from this hyperplasia by simul- 
taneous administration of male hormone, aroused hopes that 
prostatic enlargement in man would react favourably to 
injections of testosterone propionate. This hope has not 
been realized. Testosterone propionate has no effect on 
the enlarged human prostate, and we are now looking in 
another direction for help in dealing with this common 
trouble. 
had obtained favourable results by treating with diethyl- 
stilboestrol patients suffering from innocent enlargement of 
the prostate. Since then this treatment has been extended 
to cases of malignant prostate, and two interesting papers* 
on this subject have appeared recently. The first, which 
deals mainly with clinical observations, is by P. J. Kahle, 
H. D. Ogden, and P. L. Getzoff, and the second, describ- 
ing cytologic changes in the growths, is by J. R. Schenken, 
E. L. Burns, and P. J. Kahle. Although the number of 


1 New Orleans ed. surg. J., 1942, 93, 121. 
2 J. Urol., 1942, 83, 89. 


In 1940 Kahle and Maltry’ reported that they. 
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cases treated with diethylstilboestrol is small—namely, 7— 
the results have been striking. In every instance this treat- 
ment brought about prompt relief of pain and urinary 
symptoms and a general improvement in the patient's 
health. Two of the cases were very advanced, and even 
bedridden. Both these patients were restored to activity 
in 4 and 6 weeks respectively after the beginning of treat- 
ment. The size and consistency of the primary growth 
were favourably affected, and a regression was witnessed 
in metastatic lesions. In 6 out of the 7 cases biopsy speci- 
mens were obtained by means of a resectotome, for micro- 
scopical examination before and after treatment. The 
changes in the carcinomatous tissues are described in the 
second paper, with excellent photomicrographs. In all 6 
cases treatment was followed by regressive changes in the 
nucleus and in the cytoplasm of the malignant cells. 

It is difficult to explain why oestrogenic substances should 
produce this effect on carcinoma of the prostate, or to 
decide whether they have a direct action on the malignant 
cells or work indirectly through the pituitary. The obser- 
vations made by C. Huggins on the beneficial effect of 
castration in cases of malignant prostate are of interest in 
this connexion. It has even been suggested that, when 
benefit is obtained from deep x-ray therapy, it is due to 
accidental irradiation of the testes, with a resulting diminu- 
tion in the secretion of male hormones. (R. D. Herrold 
has also reported an improvement in the clinical condition 
of patients suffering from carcinoma of the prostate, after 
the oral administration of diethylstilboestrol.) The authors 
of the paper under review prefer the intramuscular route 
as being more certain. One of their patients received as 
much as 503 mg. of diethylstilboestrol in 70 intramuscular 
injections of 5 mg. each and 153 injections of 1 mg. each. 
No ill effects were observed from the treatment, with the 
exception of a transient gynecomastia in 1 case. Although 
it is not claimed that a complete cure has been obtained 
by this treatment, the results have been gratifying. Carci- 
noma of the prostate has so far defied the best efforts of 
surgeons and radiologists alike, and any new form of treat- 
ment that brings even only alleviation of symptoms is to 
be welcomed. The follow-up study of these cases will be 
eagerly awaited. 


ELECTRICAL RESISTANCE OF FACIAL SKIN 


Measurements of the electrical resistance of the skin afford 
a simple means of defining the areas affected by sympa- 
thectomy, for slight heating in a hot-air bath greatly 
reduces the resistance of normal areas but not that of 
denervated areas ; the line of demarcation is a sharp one. 
The latter areas correspond with those which do not sweat 
(shown by the starch-iodine test) at ordinary room tempera- 
ture. Normal people show a high skin resistance in all 
parts of the body, except in well-defined areas on the face, 
in the axillae, antecubital fossae, and on the palms and 
soles. The electrical resistance is studied by means of 
two electrodes wired up with two 4}-volt dry batteries, 


‘a potential divider, and a micro-ammeter. One electrode— 


a half-inch disk of zinc sheeting covered with a paste of 
kaolin moistened with saturated zinc sulphate solution—is 
clipped to the ear; the other, movable, electrode is a zinc 
rod, held in the hand, terminating in a quarter-inch zinc 
disk which is applied to the skin. Before fastening the ear 
electrode in position a puncture is made in the skin there 
with a needle; this lowers the resistance to nothing, for 
it depends entirely on the skin. The electrical resistance 
shown by the ammeter depends, then, wholly on that part 
of the skin to which the movable electrode is applied. The 
apparatus is so arranged that when areas of high resistance 
are touched the pointer moves only a few degrees on the 


scale, while it moves right across the scale when areas of 
low resistance are touched by the electrode. 

Facial patterns of electrical resistance have been s9 
studied recently by C. P. Richter and B. G. Woodruff! of 
the Johns Hopkins Hospital psychological laboratory, with 
results of much interest. At ordinary room temperature 
an oval or shield-shaped area of low resistance, this only 
one-fifth of that of high-resistance areas, was found sharply 
marked out in 42 young adults; the area including eyes 
and eyebrows, nose, contiguous parts of both cheeks and 
lips, and part of the skin below the lower lip: this area 
remained the same from day to day. In infants when 
awake the area was of the same kind, but contracted down 
to one around the mouth only, when asleep. Few such 
tests could be made in adults without their awakening. The 
low-resistance area of the face corresponds to the naked 
facial area of the gorilla, chimpanzee, gibbon, lemur, and 
langur. In bald men it extended up almost to the limit 
of the hair under the influence of slight excitement or a 
slightly raised external temperature. In warm external 
temperature the facial area of low resistance extends 
widely, while in low external temperature it contracts till 
it includes only the lips. During sleep, be it noted, the 
sympathetic nervous system becomes inactive, and the area 
then becomes restricted to the lips. Warm surroundings 
cause vasodilatation and sweating, signs of sympathetic 
activity, and the area enlarges. The patterns of low elec- 
trical resistance show a close correlation with the patterns 
of remaining pain and temperature sensitivity found in 
patients with syringomyelia and syringobulbia, which 
apparently depend upon the affected segments of the 
descending spinal nucleus of the trigeminal nerve. The 
low-resistance areas are ones of high metabolic activity 
and show the highest incidence of skin cancer. 


THE “CLINICAL JOURNAL'S” JUBILEE 


Our contemporary the Clinical Journal celebrates its jubilee 
with a well-stocked number dated Nov.-Dec., 1942. It 
began publication on Nov. 2, 1892, to provide clinical 
teaching by means of lectures, articles, and records of 
cases ; and that it supplied a want is shown by the support 
of the profession and of the teachers who have contributed. 
Through a period of great change the Clinical Journal has 
done good work in keeping practitioners informed of the 
progress of medicine, and has promoted the study of disease 
at the bedside. The jubilee number, which reflects credit 
on the editor (Dr. Conner) and on the publishers (H. K. 
Lewis and Co.), opens with some medical aphorisms by 
Sir Arthur Hurst, and with a paper on trial and error in 
endocrinology by Sir Walter Langdon-Brown, who recalls 
that modern endocrine therapy was born just a year before 
the Clinical Journal. Dr. E. M. Brockbank writes on 
irregularities of cardiac rhythm and briefly reviews the 
march of knowledge of the cardiovascular system in the 
past 50 years. Mr. V. Zachary Cope discusses perforated 
peptic ulcer, for which the first successful operation was 
performed in 1892. Prof. John Ryle, in concluding his 
Gilchrist lecture on the progress and present aspect of 
medical science, pays a well-deserved tribute to “ this 
honest and helpful periodical, which goes on its way un- 
ruffled by swift change or novel methods or the impatience 
of a specialist age.” Prof. D. M. Lyon contributes a paper 
headed “ What do we Mean by Normal’?”; Mr. A. C. 
Palmer writes on bleeding after the menopause, Mr. 
W. F. T. Haultain on the importance of early diagnosis 
in cancer of the cervix, and Mr. Alex Roche on some 
genito-urinary conditions. 


1 Johns Hop. Hosp. Bull., 1942, 70, 442. 
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War Medicine Series 


The paper printed below is based on a lecture which was 
one of a series recently given at the British Postgraduate 
Medical School, Hammersmith 


CRUSHING INJURY 


BY 
E. G. L. BYWATERS,* M.B., M.R.C.P. ° 


In the heavy air raids on London in the autumn of 1940 
we attended some patients who had been pinned for several 
hours underneath the debris of their own bombed houses. 
Shock was present, which responded adequately to trans- 
fusion: the limb which had been compressed was found 
to be swollen and sometimes pulseless. To our surprise 
these patients developed renal failure with casts in the 
scanty urine and died in uraemia about the seventh day. 
This appeared to 
us at that time a 


OSCHLOME READINGS 


the M.R.C. and its observers throughout the country, that the 
following observations are based. About 5% of air-raid 
casualties in an urban area may be of this type. 


Clinical Description 

The patient has usually been pinned by the limbs beneath 
heavy beams or pieces of masonry for a period of several 
hours. If seen soon after release from this compression he 
generally appears comparatively well, apart from other coinci- 
dental wounds, fractures, etc. Soon, however, he enters the 
first phase of shock, due to loss of plasma through the damaged 
capillary walls into the extravascular tissue spaces of the affected 
limb, which becomes swollen (see Chart). As a consequence, 
the haemoglobin and corpuscular content of the blood rises 
relative to the plasma, and vasoconstriction occurs to com- 
pensate for the decrease in circulating blood volume. During 
this first phase the skin is pale, cold, and moist, but the blood 
pressure is maintained at a nearly normal level. Later, however, 
vasoconstriction may become unable further to compensate for 
this leakage of plasma into the damaged area; the blood 
pressure then falls rapidly. This is the second phase of shock. 
If fluids such as serum, citrated plasma (plain or recalcified), 
and blood are given intravenously at this stage in adequate 
amounts the blood pressure can be restored to normal levels. 
This is the phase 

of recovery from 


new entity : it was shock. There may, 
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bloody and to con- 
tain a pigment in 

solution similar in 

many ways to 
haemoglobin and 
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benzidine per- 


local muscle 
it was not until 
later that the 
renal lesion was 
adequately 
emphasized 
(Minami, 1923). 
The _ condition 
had actually 
occurred in 1909 in people buried beneath the debris of the 
Messina earthquake, but as the relief expedition arrived on 
the scene a fortnight after the eruption, only the survivors 
with gangrene of soft parts were seen (von Colmers, 1909). 
Apart from German books on military surgery, we have 
found no other references to it and no further records of cases. 
This is curious, since, even apart from the almost continuous 
warfare since 1918 somewhere in the world, such accidents 
do occur in the mining industry and have recently been 
described (McClelland, 1941). Since the first few cases in air- 
raid casualties were published the condition has been generally 
recognized here. Hospitals in the Emergency Hospitals Scheme 
of the Ministry of Health have been asked to notify cases 
to the Medical Research Council, which now has records of 
over 70 cases. It is on this group, through the kindness of 


kidney. 


* Beit Memorial Fellow. 


CLINICAL COURSE OF A CRUSHING INJURY CASE 
Buried 6 hours. Note from above down: 
(1) Return of circulation to legs as measured by oscillometer readings. 
(2) Increase in leg volume measured by spiral bandage. ; 
(3) Haemoconcentration and later haemodilution shown by haemoglobin level. 
(4) Blood-pressure fall and restoration after transfusion. — 
(5) Decreased urine output with rising blood urea. Urine contained pigment granules 
and casts and failed to concentrate urea above 670 mg./ 100 c.cm. ; 
Necropsy showed blanching and necrosis of muscle in both legs and a typical swollen 


urine also contains 
albumin, creatine, 
pigmented granular 
casts, and some- 
times pigmented 
granules somewhat 
resembling erythro- 
cytes; it is highly 
acid (pH 4.6 to 6.0). 
The daily output of urine may become very small despite an 
adequate fluid intake, but the pigment disappears as a rule after 
the second day. 

Meanwhile, however, the damaged limb has swollen, is hard, 
tense, and cannot be indented. This swelling is usually pro- 
gressive for the first four or five days, except possibly in cases 
associated with blood-vessel damage. The skin shows small 
petechial haemorrhages, erythematous wheals, and large blisters, 
related to the areas of direct contact pressure. These blisters 
are often thought to be the result of burns. They are not. 
They may occur in crops, related in time to the return of 
circulation to the damaged part. There is anaesthesia of the 
limb, often of a patchy distribution due to damage of the 
terminal nerve fibres, and sometimes of a nerve-trunk distribu- 
tion. Paralysis, which may be of any severity, is usually 
present; in many cases arterial pulsation in the periphera! 
part of the limb is absent, the limb is cold and pale, and 
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the onset of gangrene is to be feared. It is important to record to rise of pressure within the compartment, with subsequent > 
the state of the circulation, which can be followed from time necrosis. It is for this type that fascia-splitting operations have of 
to time with the oscillometer. Sometimes Art and sometimes been proposed. 
ee Nature will restore the circulation; often then the pulsation 3. The muscle may appear grossly normal, without pallor, 
is greater on the damaged than on the sound side. Whether it is this ne 
oF BM, the severely due perhaps to periarterial haemorrhage or direct arterial cul 
continue in a peculiar state of mental apathy, alternating with Gamage, and sometimes associated with rupture of a main limb as 
phases of anxious and apprehensive awareness of his condition, — yesse| without any prolonged crush.- This type is thought to on 
; until the end of the first week. During this time vomiting be due not to direct- -pressure ischaemia but to vasogenic tio 
is a prominent symptom, and the blood pressure gradually ischaemia. These changes depend upon the survival time and 
: rises to a level much in excess of the normal. The blood upon the extent of circulatory return. De 
urea, potassium, and phosphate concentrations rise progres- The kidneys (Bywaters and Dible, 1942) are catenaeil and f 
sively, and the CO,-combining power of the plasma falls. The swollen (except in patients dying early); they may show a ti 
| urine flow is greatly diminished and, despite the high blood white zone in the cortex, which is wet and glistening. Micro- in 
: urea, there is failure of the tubules to concentrate urea and  scopically, the collecting tubules and the distal convoluted h 
} other solids, and also failure to reabsorb chloride, even though tubules contain a brown pigment material even in patients P 
' the blood chloride concentration is low: tubular dysfunction dying within one or two days of the injury : the proximal f 
: is therefore indicated. Pain in the loins (possibly evidence of convoluted tubules show cloudy swelling and desquamation. 7 
: stretching of the renal capsule) occurs not infrequently about In cases surviving for 3 to 4 days further changes are seen, : 
the fourth or fifth day. Some patients have had severe consisting of areas of necrosis in the boundary zone and in 
a abdominal pain and rigidity, and have been opened without the neighbourhood of distal convoluted tubules in the cortex. 


anything definite being found. This symptom may be related 
to the kidneys. 
The end of the first week is the critical period: in those 


These are usually pronounced in the typical case ending fatally de 
at the end of the first week from renal failure: there is oedema 
and cellular proliferation surrounding the large hyaline casts 


patients who recover a sudden diuresis is seen, and thereafter 
the urinary output will rise gradually to very high levels. At 
the same time the blood urea level falls; the urea-clearance 
test (of van Slyke) may show improvement of tubular function, 
although this may not reach the normal level until several 
months after the injury. During recovery granular and 
epithelial casts may be noted from time to time in the urine. 
In the damaged areas skin and muscle may slough away ; 
infection may occur. This is the “ pressure necrosis ” observed 
in base hospitals when the initial phases of the syndrome have 
passed unnoticed. Restitution fibrosis may occur if the damage 
is slight, a condition resembling Volkmann's ischaemic 
contracture. 

In more severely damaged patients at this critical period 
some cardiac irregularity may be noticed, and electrocardio- 
grams taken at this time show changes not unlike those seen 
in experimental potassium poisoning. The serum potassium 
level may be greatly increased, but it is difficult to say whether 
it is high enough to cause symptoms (as in the recent work 
on dogs by Hoff et al., 1941). Too little is known about the 
balance between intra- and extra-cellular potassium at increased 
blood levels to be dogmatic on this point. However, we know 
that potassium is very soon and very easily lost from damaged 
muscle (Baetjer, 1935) and that it cannot be adequately excreted 
if there is severe renal impairment. Hoff et al. (1941) are of the 
opinion that, in man, death in uraemia from ordinary causes 
associated with a high terminal potassium is not a “ potassium 
death,” because the kidney can excrete this substance even in 
extreme oliguria. If, however, there is an increased flow of 
potassium into the blood stream from intracellular sources 
(and, in general, intracellular potassium is about 10 times as 
concentrated as extracellular potassium) it seems possible that 
this substance may be exerting toxic effects. Measures, such 
as insulin injection, directed towards the storage of circulating 
potassium might be found of value in cases in which there 
are indications of recovery of renal function. 

Death occurs very suddenly: the patient may call out in 
great alarm, and be found pale and sweating, with dilated 
alae nasi. He may die within one or two minutes, or recover 
until a similar-episode an hour or so later finally terminates 
his life. 

Pathology 

Changes are seen in the adrenals, muscle, vessels, and skin, 
and in the kidneys. There may be other traumatic lesions, 
such as fat embolism, contusion, or blast-lung. The muscles 
show one or more of the following types of change (Bywaters, 
Belsey, et al., 1942): 


1. Part of the muscle is blanched, unduly friable and 
necrotic, resembling fish flesh. The sharp demarcation line 
corresponds to the skin-pressure areas. This type is due to 
direct-pressure ischaemia. 

2. The whole of the muscle is white and necrotic. This is 
usually seen in those muscles contained within tight fascial 
compartments, and it is thought that this necrosis may be due 


which are protruded into the interstitial tissue in these regions. 
Some polymorph infiltration may be seen within the collecting 
and distal convoluted tubules. The glomerular capsule may 
show cuboidal epithelium. This appearance is not entirely 
specific, since it occurs in certain other conditions. For 
instance, such casts, composed of haem pigment, occur after 
intravascular haemolysis if the plasma haemoglobin exceeds 
the renal threshold of 135 mg. per 100 c.cm. (Gilligan ef al., 
1941). One of the most common causes of haemoglobinuria 
nowadays is mismatched transfusion. Not only is the morpho- 
logic lesion similar, with pigmented casts and, in certain cases, 
areas of focal necrosis, but the clinical course is also similar, 
with anuria and death in uraemia. 


Pathogenesis 

At first it seemed we might be dealing with some such 
haemolytic reaction, since our first cases had had serum and 
blood transfusion, but there were three reasons why this 
appeared improbable. First, the blood used was Group O; 
secondly, there was no clinical evidence such as chill, rigor, 
headaches, limb pains, vomiting, or jaundice following trans- 
fusion, nor was there any increased colour in the plasma, 
such as one would expect if any serious haemolysis had 
occurred. Thirdly—and this seemed the most cogent argument 
—no such reactions had occurred in any of our shocked and 
transfused casualties other than buried cases. Later we were 
to learn that this syndrome developed without any therapy 
other than “rest and quiet.” Extravascular haemolysis, as in 
a haematoma, has been invoked to explain certain cases 
(Longland and Murray, 1941). In general, however, following 
extensive bruising of soft- parts, the uptake of freed haem 
pigment is so slow that there is no rise above the renal 
threshold, and seldom even jaundice (except locally) unless 
there is associated liver dysfunction. 

Discarding this theory, we were struck by the pallor of the 
damaged muscle at necropsy. Normal muscle owes its colour 
to a pigment called “ myohaemoglobin,” which differs from 
haemoglobin in several ways, since, although the iron- 
containing porphyrin group is the same, the globin portion is 
smaller. For instance, the spectral bands are 30 A.U. nearer 
the red, and the carbon monoxide span is 30 and not 60 A.U. 
There are three conditions in which myohaemoglobinuria 
occurs: perhaps the best known is paralytic equine myohaemo- 
globinuria. Five cases have been recorded in man, and we 
have seen a case recently, probably falling into this group: 
muscle necrosis is associated with myohaemoglobinuria, renal 
damage, and an increased blood potassium after exercise. In 
this disease, in the Haff disease, and in epizootic myohaemo- 
globinuria the muscles are blanched and are the seat of 
degenerative changes. The next step was therefore to identify 
this pigment in the urine (Bywaters, Delory, et al., 1941). We 
were able to do this, using the Hartridge reversion spectroscope 
and comparing the pigment with myohaemoglobin extracted 
from perfused human muscle. Dr. Rimington confirmed our 
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findings, and in addition demonstrated another important 
characteristic. As the molecule is one-quarter the size of that 
of haemoglobin, it will filter through smaller pores of semi- 
permeable membranes, and it will also sediment more slowly 
in the ultracentrifuge. Both of these things occurred, and they 
are of some clinical importance because they explain the 
curious fact that no pigment is seen in the blood stream: 
as the renal threshold is so much lower than that for 
haemoglobin, there is prompt excretion and no such accumula- 
tion in the blood stream as occurs with the latter pigment. 

We regarded this identification of myohaemoglobin (Bywaters, 
Delory, et al.) as important not because it might be the cause 
of the renal failure (although that is possible) but because, 
like the creatinuria it was associated with, it definitely 
incriminated muscle damage. Cases had been cited (often, 
however, poorly investigated) in which there was no evidence 
of tissue damage other than lacerations. Since then we have 
found that crush lesions of trunk muscles often go unnoticed 
except for this indirect evidence of myohaemoglobinuria. 
Cases do occur, however, in which muscle necrosis follows 
not direct compression ischaemia but ischaemia due to arterial 
spasm or rupture of main arteries, and these cases may also 
develop renal failure (Bywaters, Belsey, et al., 1942). 

Was this pigment responsible for’the renal failure? In the 
similar case of haemoglobinuria with renal failure following 
intravascular haemolysis the simplest theory is that the pigment 
blocks the tubules. Baker and Dodds (1925) demonstrated that 
in acid urine with high salt content the pigment changes to 
the less soluble acid haematin and is precipitated: with large 
and repeated doses under these conditions renal failure could 
be induced. Hence alkalinization of the urine (Bushby er al., 
1940) became the practice with all patients in whom a 
haemolytic reaction was to be feared. 

Certainly, in these crush cases, oliguria, due to shock, and 
an acid urine are seen, and myohaemoglobin behaves similarly 
to haemoglobin under these conditions. Animal experiment 
has shown that in the rabbit, whose muscles contain no 
myohaemoglobin, muscle necrosis reproduces all the signs and 
symptoms of crushing injury except myohaemoglobinuria and 
renal failure. When myohaemoglobin in a quantity comparable 
to that excreted in human crush cases was injected into the 
rabbit acidified with ammonium chloride, we were able to 
produce death from renal failure. It seemed possible that 
partial blockage brought about a rise of intrarenal pressure, 
and this in turn led to irreversible renal failure. 

The proof of this theory will lie in the prevention of renal 
failure in man by administration of alkali. As yet the validity 
of the theory is undecided, and the exact mechanism by which 
muscle necrosis produces renal failure has not been fully 
explained. 

Associated Features 

Crushing injury is often associated with other lesions which 
complicate both the clinical picture and the treatment. Of 
these the most common is haemorrhage, which may be internal 
or external. Haemodilution occurs after a variable number 
of hours, and if haemoconcentration due to plasma loss occurs 
at the same time the net change in haemoglobin may be anil. 
Fat embolism (Robb-Smith, 1941), often associated with 
fractures, may occur. The lung symptoms are manifest a few 
hours up to a day after the injury, and consist of pain in the 
chest, dyspnoea, pallor or cyanosis, and congestion. Systemic 
embolization occurs later, on the second or third day, with 
fat globules in the urine, petechiae, and a surly stupor or 
delirium. Thus uraemia has seldom an opportunity to develop 
unless the fat embolism is of a minor grade producing a 
delayed pneumonic process. Blast or concussion injury of lung 
is less common (Zuckerman, 1941):. it may be present as 
slight dyspnoea with frothy blood-stained sputum and a 
ruptured drum or, later, lobar pneumonia. Another condition 
sometimes met with is carbon monoxide poisoning. 


Differential Diagnosis 
Oliguria may be due to oligaemic shock alone, to dehydration 
from vomiting or inadequate intake, to blockage by acetyl- 
sulphapyridine crystals, or to a mismatched transfusion: 
examination of the urine and blood, investigation of the blood 
pressure, andean intake chart are necessary to differentiate 
these conditions. Cortical necrosis has occurred after traumatic 


injury to the liver with necrosis. This is very rare. There is 
often a temporary retention of urine, disclosed as such by the 
passage of a catheter. 

Haematuria from direct injury and haemoglobinuria from 
exposure to cold are differentiated by examination of the urine 
and the use of the spectroscope. 

Limb-swelling may be due to a haematoma: the skin wheals 
are absent and there is no doughy feel to the muscle. Skin 
wheals may be mistaken for burns. 


Prognosis 

The prognosis depends on many factors—first, on the amount 
of muscle necrosis. If compression is for a shorter period 
than one hour the muscle survives unless arterial spasm 
prolongs the ischaemia. If longer than 4 hours, necrosis ensues. 
For periods between, tissue survival may depend on tempera- 
ture. Curiously, periods of burial longer than 12 hours seem 
less serious than shorter periods, perhaps because only the 
least-hurt patients survive, perhaps because of a natural self- 
amputation and failure of the circulation to return to the part. 
The amount of necrosis in our animal experiments determined 
the height and duration of the haemoconcentration. Once the 
patient has recovered from shock, renal damage decides the 
outcome. Arm crushes have a better prognosis than those 
of the leg, perhaps owing to the smaller amount of muscle. 
The presence of other injuries adversely affects the result; 
the rapidity with which treatment can be started probably 
also does. About one-third of 70 cases have recovered ; these 
were mostly minor cases without severe shock or uraemia— 
a class of case that is being increasingly recognized. However, 
a case has been seen (Bywaters, Belsey, et al., 1942) in which 
the blood urea rose to 470 mg., and yet, without any treatment 
at all, on the critical seventh day a diuresis occurred and was 
followed by recovery. Claims of successful treatment have 
therefore to be very fully substantiated. 

Summarizing, extent of injury, degree of haemoconcentra- 
tion, oliguria, and blood urea rise constitute the four chief 
determining factors of prognosis. 

Finally, one patient whom I saw through the kindness of 
Dr. Grant, whose patient he was, had drunk four pints of 
beer just before the establishment was demolished. They dug 
him out 11 hours later with both legs broken. In spite of 
a fairly high blood potassium level he recovered, but showed 
little haemoconcentration or uraemia. The possible protective 
action of this beverage might be worth investigating. 


Treatment 

The natural tendency under emergency conditions is to treat 
shock first, then the local limb condition, and lastly the renal 
failure on or about the third or fourth day, when signs of 
renal damage are obvious. Since it is possible that the renal 
damage occurs soon after the re-establishment of an adequate 
blood supply to the damaged limb, these three aspects should 
be considered in the reverse order. 

1. Ample alkaline fluid (3 litres daily), by mouth preferably, 
or by rectum, intramuscularly or intravenously, must be given 
rapidly at the earliest possible moment, to produce an alkaline 
diuresis. If possible, this should be done while the patient 
is still trapped under the wreckage. We favour for ingestion 
an alkaline fluid flavoured with citrus juice or peppermint and 
glucose, containing sodium citrate and sodium bicarbonate, 
3 g. of each to the ounce. Coffee or tea is also useful, and 
morphine should be given if required. For intravenous 
injection, isotonic sodium citrate (3.8%) or sodium lactate 
(M/6) should be used. Enough alkali should be given to make 
the urine alkaline: this will mean probably 30 to 40 g. daily 
or more by mouth, or a lesser quantity by intravenous injection. 
If tetany is induced, calcium gluconate should be given intra- 
muscularly. Potassium salts must not be used. Sodium sulphate 
(2%) may also be injected intravenously in combination with 
the above measures to maintain urine output. 

2. With the kidneys thus protected, it is safe to restore the 
circulation by combating shock, if this is present. Plasma or 
serum should be given, or, if there has been much haemorrhage, 
blood. A large quantity may have to be administered: so 
long as the arterial blood pressure remains low no harm need 
be feared. Saline is of no value. Overheating the patient 
is dangerous. 
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3. Local treatment to excise wounds and set fractures may 
now be undertaken. The limb may have to be amputated: 
if this possibility is considered on the first day it should be 
done soon, to prevent the absorption of autolytic products. 
A tourniquet may be useful. Amputation later may not save 
life, and should be done only if the limb is non-viable. Active 
measures to restore circulation in the damaged limb (only 
permissible once it is assured that there is an adequate alkaline 
diuresis) include elevation of the leg, incision of fascial sheaths, 
stripping of a damaged artery, or the use of alternate positive 
and negative pressure. Vasodilatation is best assured by giving 
alcohol and warming the body. The limb should be kept cool 
rather than hot, perhaps with bags of ice. This delays autolysis 
and decreases local metabolic needs in ischaemic tissue (Allen, 
1938). Whether limitation of swelling by plaster-of-Paris 
(Trueta), tight binding, or inflatable rubber bags (Patey and 
Robertson, 1942) will do more than limit plasma loss into the 
leg (Duncan and Blalock, 1942) is uncertain. 
no evidence that it will prevent renal damage. 

It must be remembered that we are treating not only an 
injured limb but a human being who has passed through an 
exhausting and terrifying ordeal. Pain must be relieved and 
steps taken to see that the patient is comfortable in body and 
mind. 

If by these means a fatal outcome, either from shock on the 
first day or from renal failure on the seventh, can be avoided, 
we have left a patient with severe muscle damage. These 
muscles may remain paralysed or may shorten, giving rise to 
Volkmann's contracture. They should be adequately splinted 
and exercised. If sloughing and gangrene occur, infection 
should be controlled. 

In conclusion, this was until recently a little-known type of 
injury: we still know very little about its exact mechanism 
and how to treat it. Further observations on the effects of 
controlled and adequately followed treatment are needed. 
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CANCER RESEARCH IN YORKSHIRE 


The Yorkshire Council of the British Empire Cancer Campaign, 
according to its sixteenth annual report, has carried through its 
last year’s work without any further curtailment of research, 
and the programme has been about half that of a normal year. 
Apart from research, the Council continues to support the 
services of the radium officer and physicist in the radium 
department of Leeds General Infirmary, where a new deep- 
therapy apparatus has lately been installed, towards the cost of 
which the Council has granted £1.000. 

The report embodies an account by Prof. E. D. Passey of 
some continuing work on experimental carcinogenesis in the 
department of experimental pathology arid cancer research in 
Leeds University. The induction of pulmonary cancer in mice 
by intranasal administration of carcinogenic hydrocarbons has 
produced an unexpected result in the appearance of breast 
tumours in several experimental animals, suggesting that the 
genetic constitution of an animal is not a determinative factor 
in the occurrence of mammary cancer when some of the highly 
potent carcinogenic compounds are concerned. Another piece 
of work in this department has been an inquiry into the part 
played by heredity in the production of mammary cancer. The 
mquiry so far, which has included the investigation of the 
family history of 600 women in Leeds with cancer of the breast 


There is as yet. 


with a view to finding the incidence of cancer in their relatives, 
lends little support to the suggestion that heredity plays an 
important part in breast cancer in this country. Breast_cancer 
does not appear to stand out as a family disease. Only in 
four of the 600 families was breast cancer reported as occurring 
in more than two relatives of the basal patient. 

In the department of pathology and the field laboratory 
of the University of Sheffield Prof. H. N. Green reports 
attempts to correlate the results of investigations on bacterial 
growth and on the abnormal tissue-growth of cancer. One 
aspect of this work, which is still proceeding, is the testing of 
chemical carcinogens, in view of their growth-inhibiting action 
on the whole animal, for a possible inhibitory action on 
bacterial growth. It is pointed out that if the mode of action 
of a carcinogen can be studied on bacteria the rate of progress 
in such studies may be speeded up enormously. Moreover, it 
is conceivable that there is no fundamental difference between 
the bacterial cell which has developed resistance to a cancer- 
producing agent and the tissue cell which in developing 
resistance displays, in relation to other types of tissue cell, 
the properties recognized as cancerous. A report from the same 
department describes fwo experiments designed to discover 
whether the epithelial proliferation induced by oestrogens in 
the breast and uterus and in the accessory sex glands would 
render them more susceptible to the action of a carcinogen 
which has no specific effect on these tissues. It appears thrat, 
provided the amount of carcinogen is sufficiently high to pro- 
duce tumours with certainty in all the animals treated, or if the 
tissue is not susceptible to the carcinogen used, the effect of 
ossible auxiliary or complementary factors in carcinogenesis 
is completely hidden. 


VENEREAL DISEASE: APPLICATION TO SCOTLAND OF 
REGULATION 33B 


The Department of Health announces that in the application to 
Scotland of the Defence Regulation dealing with venereal disease 
“ special practitioner ™ is defined as a registered medical practitioner 
who provides treatment under a local authority’s venereal disease 
scheme approved by the Secretary of State for Scotland; or a 
specialist in venereal disease in H.M. Forces or Dominions Forces; 
or any other practitioner designated for the purpose by the Secretary 
of State for Scotland. 

The Secretary of State has made arrangements similar to those 
made by the Minister of Health (British Medical Journal, Nov. 21, 
1942, p. 616), and copies of the general directions, forms, and notes 
may be obtained from the Secretary, Department of Health for 
Scotland, St. Andrew’s House, Edinburgh, 1, or from the medical 
officer of health of any county or large burgh. 


EFFECTS OF RADIATION ON X-RAY WORKERS 


The Minister of Health has issued a circular (No. 2718) bringing 
to the notice of local authorities and voluntary hospitals a service 
which the National Physical Laboratory is prepared to render for 
testing the amount of radiation received by workers in x-ray 
departments. Although the service is intended primarily for 
hospitals, it is open to any person who uses x-ray apparatus or to 
any institution which employs workers who use x-ray apparatus. 
The initial test (which should normally suffice) consists of each 
worker carrying a dental film in the breast or waistcoat pocket for 
a week. These films (one film per person) can be obtained on 
request from the Director, National Physical Laboratory, Teddington, 
Middlesex, together with a record card and instructions for use. 
On receipt of the exposed film and the record card, and a remittance 
of two shillings per film, the Laboratory will furnish a report. If 
the results are satisfactory, the test should be repeated, and fresh 
application made to the Laboratory, at three-monthly intervals. If 
the initial test shows unsatisfactory results, the Laboratory will be 
prepared on request to undertake the more elaborate investigations 
required. The fee for any such investigation will be of the order 
of £5, together with any travelling or subsistence expenses incurred. 


C. L. Prince and S. A. Vest (J. Urol., 1941, 46, 1129), who record 
the fifteenth genuine case of leiosarcoma originating in the prostate 
in a man aged 52, state that leiosarcomas form a definite entity 
and differ pathologically and clinically from other sarcomas of the 
prostate. They are of a somewhat lower degree of malignancy in the 
adult than other types of sarcoma of the prostate. The average 
duration of life in leiosarcoma of the prostate is 3.2 years in patients 
over 20 and 24 months in patients under 20. The authors’ case is 
the first in which a pre-operative diagnosis was made and complete 
removal of the prostate carried out. The patient eas completely 
well and free from metastases one year after the operation. 
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Correspondence 


The Sulphonamide Problem 


Sirn,—Your correspondents Col. L. W. Harrison and Dr. 
P. W. Hamond (Oct. 31) have undoubtedly raised an important 
question with regard to the dangers of haphazard administra- 
tion of sulphonamides in the treatment of gonorrhoea. There 
seems little doubt, however, that inadequate dosage and the 
consequent risk of the production of drug-resistant strains of 
organisms represent merely one feature of a wide and serious 
problem. 

Surely the time has come for both the medical profession 
and the general public to recognize that the sulphonamides 
are, without exception, a potentially dangerous group of drugs: 
a group, moreover, which from being the boon of our age 
bids fair to become our curse. I include the general public 
because these drugs have been widely publicized and have a 
popular appeal. It is by no means unusual in these days to 
meet the question, “Aren't you going to give me M & B, 
doctor? * It would appear to be a matter of no little urgency 
that sulphonamide therapy be put on a really scientific basis, 
with due regard both to adequate dosage and to the risks 
involved. Anuria, haematuria, jaundice, agranulocytosis, 
leucopenia, and skin eruptions represent merely some of the 
more obvious side-effects one may be liable to encounter unless 
adequate precautions are taken, and some of them, moreover, 
despite every precaution. 

I venture to suggest that the following rules should be 
applied in every case: 

1. An established diagnosis ; a raised temperature, of itself, 
being no indication for sulphonamide therapy, though it is, 
unfortunately, only too often considered as such in these days. 

2. The appropriate member of the group to be chosen— 
ic., sulphanilamide in haemolytic streptococcal infections, 
sulphapyridine or sulphathiazole in pneumonia, gonorrhoea, 
or meningitis, and so on. 

3. Dosage should be adequate, our aim being to obtain 
an optimum blood concentration of the drug as soon as 
possible, total amount in any one course, however, not to 
exceed 25 grammes. 

4. A high fluid intake with a careful check of both intake 
and output. 

5. Routine administration of alkalis. Methylene blue is also 
useful. 

6. Regular urine testing and blood counts. 


7. The patient should be kept strictly in bed. This point. 


is, perhaps, controversial, but it forms a natural corollary to 
Rule 3.—I am, etc., 
E. A. GerrarD, M.D., M.R.C.O.G., 
Royal Naval Auxiliary Hospital. Surg. Cmdr., R.N.V.R. 


Child Health 

Sir,—We have read with great interest Capt. Eric Townsend's 
letter (Nov. 7, p. 558) on child health, and are indeed glad 
that he has allowed himself “the expression of views that 
have long struggled for opportunity of outlet,” and would 
assure him that the British Paediatric Association is in cordial 
agreement with his views and is engaged in taking steps which, 
it is hoped, will ensure their realization. Recently several 
subcommittees were set up by the association “to collect, 
collate, and co-ordinate * some of “the knowledge we already 
possess” of child health ; some of the reports of these com- 
mittees have already been made public and others will follow. 
Actually one of these reports was the subject of an annotation 
in the Journal of Nov. 14 (p. 582) under the heading “ How 
much Vitamin D?™” Other reports deal with neonatal 
morbidity and mortality, the pasteurization of milk and 
prevalence of milk-borne diseases, the effect of female labour 
on breast-feeding, day nurseries, child delinquency, the 
incidence of rickets, immunization against infectious diseases, 
and tuberculosis in childhood. In the necessary investigations 
the association has received valuable help and co-operation 
from medical officers of local authorities—some of whom have 
Served as members of the subcommittees—help which is a 
happy augury for work in the future. 


The British Paediatric Association has also drawn the atten- 
tion of uhiversities, medical schools, and examining bodies to 
the importance of adequate instruction and examination of 
medical students in paediatrics. In the view of the association, 
paediatrics should take the same place in the final examination 
in the United Kingdom that it does in America and Canada 
—i.e., it should form one of what would then be the four 
major subjects in the final examination. 

The picture which Capt. Townsend draws of the future of 
the infant welfare clinic, in which the general-practitioner 
paediatrician takes a large share in association with the medical 
officers of the public health service, health visitors, etc., and 
a consultant paediatrician, is one which the association will 
Strive with all.its influence to bring to realization. Such an 
arrangement has, of course, also been envisaged by the Medical 
Planning Commission of the B.M.A., and we are convinced 
that only by some such scheme can the best welfare of the 
child be achieved.—We are, etc., 

LEONARD PARSONS, 
President, British Paediatric Association 


DONALD PATERSON, 
Locum Secretary, British Paediatric Association. 


Proposed L.C.C. Medical School 


Sir,—In your issue of Nov. 7 (p. 554) a summary is given 
of a report presented to the L.C.C. by its General Purposes 
Committee, and it is stated that the report is in favour of a 
statement of evidence to be given by the Council to the Inter- 
departmental Committee on Medical Schools, etc. The out- 
standing feature of the report, and, therefore, the one which 
is likely to cause most discussion and difference of opinion, 
is the proposed establishment of an undergraduate medical 
school founded upon the hospital services of the L.C.C. 

I hope it will not be thought unbecoming for a former chief 
medical officer of the Council to express both disappointment 
and disagreement with this particular proposal. I do so because 
I am convinced from long experience of municipal and 
voluntary hospital work in London, including membership of 
the committees of two of the largest medical school hospitals, 
and also as one of the founders of the British Postgraduate 
Medical School, that the Council would be well advised to 
concentrate all its activities in connexion with medical education 
upon: (a) the further development of postgraduate medical 
education in London, and (b) the provision of still further 
facilities for undergraduate medical .education in L.C.C. 
hospitals by closer and more intimate co-operation with 
existing medical school hospitals, particularly from the point 
of view of teaching. 

This was the clearly defined policy of the Council for many 
years before war broke out, and in so far as co-operation 
with the teaching staff of the medical schools is concerned, 
I feel sure that all the deans of the medical schools in London 
will agree that the facilities referred to under (hb) were 
developing most satisfactorily in a great variety of directions. 
Likewise the foundations of a first-class postgraduate medical 
school were well and truly laid, and only time for further 
developments was required when unfortunately war broke out. 
Moreover—and it is by no means an unimportant fact—the 
relationship between the Council hospitals and the voluntary 
hospitals of London was gradually growing into a practical 
working partnership and mutual understanding of each other's 
problems. The next desirable step would have been a scheme. 
which we had in mind, whereby the teaching staff of the 
medical school hospitals would, wherever possible and desirable. 
be appointed to the consultant staff of the linked-up L.C.C. 
hospitals, thus overcoming certain practical difficulties in con- 
nexion with bedside teaching which were apparent to all of us. 
Unfortunately the outbreak of war prevented the development 
of this and many other desirable developments in connexion 
with (a) and (b). 

More than three years have passed since my retirement from 
the Council's service. and therefore one cannot claim the same 
intimate touch with problems of medical education, etc., as in 
pre-war days. Nevertheless, I am still very strongly of the 
opinion that there is such an immense field for the develop- 
ment of postgraduate medical education in London, the 
metropolis of the Empire, that it seems to me to be a thousand 
pities for the L.C.C. to embark upon an entirely new policy. 
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such as the creation of a municipal undergraduate medical 
school, instead of concentrating on postgraduate medical educa- 
tion and additional facilities in the Council's hospitals for 
undergraduates from existing medical schools. In both of 
these directions the Council can claim to have made a great 
contribution and to have rendered notable service to medical 
education, and, therefore, personally I deeply regret the 
proposed departure from the policy which characterized pre- 
war years.—I am, etc., 


‘Criccieth. FREDERICK MENZIES. 


X-ray Department at Health Centre 

Sir,—Dr. J. V. Sparks (Supplement, Nov. 7, p. 57) makes 
the following comment on the proposal for “a small x-ray 
department ” in a medical health centre: “ This wording, which 
may be misleading, suggests to me either (1) that the depart- 
ment would be small or (2) that it would be equipped with 
apparatus of small power.” Has he not missed the most 
important implication—i.e., that being a small department it 
would be equipped with a small-powered unit with which only 
simple examinations would be made, which would not require 
the services of an experienced radiologist? Surely there will 
be no question about the adequacy of the size of the depart- 
ment, but his opinion about the size of the unit may be 
challenged. The unit supplied is hardly likely to be less than 
the 30 mA unit. Now, in the hands of the expert this is 
a very efficient machine and would be adequate to do all the 
reasonable investigations at such a centre. But it is not the 
power or size of the unit which matters so much as the ability 
of the person using it, in both technique and interpretation. 
Generally speaking, the less efficient the unit the greater the 
ability necessary to use it, and not as suggested, for he admits 
that “the small-powered plant might give sufficient indication 
of the need for a further examination, but this might not be 
true for those cases where the initial findings were negative 
or presumed to be normal. Many examples could be cited 
of the dangers of an inadequate or incomplete examination.” 
Surely it is only the person with experience and knowledge— 
the expert—who will know whether the examination has been 
adequate. Yet Dr. Sparks in a following paragraph sees no 
inconsistency in advocating miniature mass radiography as 
“a new means of detecting chest disease and possibly at an 
earlier stage,” though the miniature photograph of the screen 
image for the detection of the early lesions is very inferior 
to the direct radiograph which can be taken with the 30 mA 
unit.—I am, etc., 


Birmingham. JaMeES F. BRAILSFORD. 


Shock Treatment in Psychiatry 

Sir,—In principle Dr. Jonathan Gould and his colleagues 
(Oct. 31, p. 530) are, of course, right to try to find out for 
themselves the merits of convulsion therapy in various types 
of schizophrenia. Statistically, however, we have already been 
shown that such investigations may be very unfortunate for 
a definite percentage of the recoverably schizophrenic patients 
treated in this way if the patients are thus deprived of insulin 
treatment at the earliest possible moment. There is a reasonable 
literature on this subject, and clinicians can already base their 
therapy on “prolonged and careful observation” over some 
years, as Dr. Gould wishes. For instance, the New York State 
Hospitals have treated over 1,000 patients suffering from all 
types of schizophrenia with insulin, have treated more than 
another 1,000 with convulsions, and have used over 1,000 
controls. It was found that the patients treated with insulin 
did, as a group, three times as well as the controls, and that 
the controls did even better than the convulsion-treated patients. 
The ratio between the insulin recovery rate and that of the 
convulsion group was nearly seven to one (Amer. J. Psychiat., 
1939, 96, 297). In England, Hemphill (Lancet, 1942, 2, 152) 
has reported the poor results of electrical convulsion therapy 
in schizophrenia (only four of his seventeen early cases even 
did well). Another article is noteworthy in this connexion: 


100 patients, mostly schizophrenics, who had failed to respond 
to convulsion therapy were subsequently treated with insulin. 
It was found that no less than 81% of those who could still 
be treated with insulin in the first six months of their illness 
recovered, despite the failure of convulsions, but this figure 
dropped to 25%, of those who were not treated until six months 


to a year after the onset of the illness (J. nerv. ment. Dis., 
1942, 95,. 597). The danger of using convulsion therapy, 
whether chemically or electrically induced, in schizophrenia 
as a routine measure is that it may give a false sense of 
temporary relief by its ameliorating effect on the patient’s mood, 
and consequently the use of insulin may in some cases be 
delayed until it is too late. Convulsion therapy should preferably 
be used in schizophrenia to get rid of depression, stupor, and 
inhibition, which may not be responding as well as the more 
fundamental thought disorder during the course of insulin 
therapy. Also, in certain cases of depression with a schizo- 
phrenic flavour a few fits may be all that is necessary to produce 
a quick remission. Such cases. have not been classed as 
schizophrenia either in the American figures quoted above or 
in those of Hemphill, but it is conceivable that some of Dr. 
Gould's successful cases may fall into such a category. 

Dr. Graf's letter (Oct. 24, p. 496) omitted an important point 
in discussing factors that would lead one to expect a favourable 
outcome for insulin treatment in schizophrenia. The essential 
thing is to have the patient early for treatment; given that, 
the personal skill of the therapist may, as in surgery, be the 
deciding factor. A reliable American clinic from 1936 to 1938 
experimented with insulin treatment in schizophrenia, but the 
experiments were carried out by a variety of doctors who were 
taking no risks. Even then, 46% of the patients remitted 
when treated within the first year of illness. It became obviously 
worth while to employ a skilled therapist and give deep comas 
where necessary. The figures of immediate remission in this 
clinic have now risen to 79% in the same time-group 
(Amer. J. Psychiat., 1941, 98, 382).—I am, etc., 

Sutton, Surrey. WILLIAM SARGANT. 


Treatment of Gonorrhoea 


Sir,—Further to correspondence by Col. L. W. Harrison and 
Dr. P. W. Hamond (Oct. 31, pp. 528, 529), 1 would make a plea 
for local treatment of gonorrhoea by efficient urethral irriga- 
tions as an additional therapeutic measure, even though the 
efficacy of the sulphonamides has proved such a great advance 
in the treatment of this infection. The exigencies of wartime 
have not permitted an investigation to obtain statistics for 
cases treated by chemotherapy alone and by this means plus 
irrigation ; but the impression is inescapable that relapses are 
more common if local treatment is omitted. 

In the V.D. clinic at St. Bartholomew's Hospital we have 
treated during the past 3 years many cases of chrenic urethritis 
—in the region of 100—which have resulted either from 
inadequate chemotherapy or even, in a considerable percentage 
of cases, from what is considered adequate chemotherapy but 
without irrigations. A large number of these cases were first 


‘infections—the greater number, in fact—and not complicated 


by local abnormalities such as meatal stenosis, hypospadias, etc., 
which might render efficient irrigation difficult. 

The explanation of these relapses may be either that the 
natural immunity is given time to develop before chemo- 
therapy is instituted—our practice being to irrigate for 4 or 
5 days before giving a sulphonamide—or that the resultant 
disappearance of urethral discharge within 48 hours or so of 
the start of chemotherapy causes the patient to cease attendance 
and treatment, thinking, wrongly in the majority of cases, that 
he is cured. The future of such a patient is to act as a reservoir 
of infection, as in the case of the female, and as one who 
is open to all the later complications of gonorrhoea such as 
stricture, etc.—I am, etc., 

St. Bartholomew's Hospital V.D. Clinic. 


Subcutaneous Ligature of Varicose Veins 


Sir,—It is important, at a time when both the written and 
spoken word are being twisted all over the world for 
propaganda purposes, that we in our scientific literature should 
take extra care tc check our statements. Dr. H. S. Russell 
(Oct. 31, p. 529) claims to be the first to use the subcutaneous 
ligature for the treatment of. varicose veins. On April 26, 1941, 
Dr. Russell in an article stated that “ the first case was treated 
[by this method] 18 months ago.” His article led to a good 
deal of correspondence. ; 

On July 12, 1941, I wrote that I had been using the method 
for several years, and drew attention to the advantages of using 
the hypodermic needle method of suturing, which, I said, was 
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to the best of my belief first described by Dickson Wright. 
In the same issue of the Journal Dr. Norbet Schick stated 
that “ subcutaneous ligature of varicose veins was first described 
by Velpeau and Schede and was soon given up. It was reintro- 
duced and strongly favoured by Kocher (1916), who, in the 
case of widespread varicose veins, inserted 100 and sometimes 
more subcutaneous ligatures. Soon after Linser introduced the 
treatment of varicose veins by injection with sclerosing fluid ; 
a combination of ligature and injection was employed by many 
surgeons.” I therefore feel that Dr. Russell should not claim 
to be the originator of this method, nor of the use of the 
Dickson Wright method of suturing, since the correspondence 
which his article started, and to part of which he replied, 
brought out quite clearly that he could lay no claim to 
originality in the matter. 

Nevertheless, I do agree with him that the method is a very 
good one, though by a more extended use of the empty vein 
technique I find it tess necessary. A further refinement is the 
use of hollow-ended needles into which one can clamp a piece 
of kal-dermic or other suture material, so as to make it an 
eyeless suture needle. I obtained both the needles and the 
clamp from Thackray, and as the needle is curved this makes 
it easier to dip under the vein without enclosing much tissue 
or injuring the veins. Though I dispute his claim to originality 
in regard to the method, | do think that Dr. Russell has done 
a great deal to bring the method before the British medical 
profession, which is thereby considerably indebted to him.— 
I am, etc., 

Hove H. J. McCurricn. 


Palpation of the Spleen 
Sir,—In his concluding article on malaria in wartime (Oct. 24, 
p. 489) Sir P. H. Manson-Bahr says: “ There are various ways 
of performing palpation of the spleen, and new-comers have 
to learn the correct technique.” As Sir Philip does not give 
details as to what ways he would recommend I may perhaps 
be permitted to describe a technique (called “ Schuster’s 
Fechterstellung” in the German-speaking countries) which is 
superior for detecting minor splenic enlargements to the ways 
one sees palpation usually performed. The patient lies flat, 
without a head-pillow, and half turned over to his right side : 
his left arm is raised with the forearm resting on the top of 
his head and his left leg is slightly flexed at hip and knee. 
The examiner, standing or sitting on the right side of the bed, 
facing the patient, puts his right hand, flat, on the left hypo- 
chondrium, the fingers just touching the costal margin, and 
he increases pressure gradually with the palm of the hand during 
the patient's deep expiration. The left hand lies centred 
about the posterior axillary line over the costo-lumbar region, 
at right angles to and pressing towards the palpating right 
hand. An attempt to palpate the spleen, as is so often done, 
with the fingers pressed in under the costal margin stimulates 
a guarding response of the abdominal wall which prevents 
perception of any but a markedly enlarged spleen ; furthermore, 
exertion of pressure by the finger-tips blunts greatly the tactile 
sense of the finger-pads. This point is, of course, also of 
significance in the palpation of other abdominal organs. 
Finally, in severely ill patients a deep respiration can sometimes 
be evoked by letting the patient first hold his breath for a while. 
—I am, etc., 
Lambeth Hospital, S.E.11. 


Purpura in Fulminating Meningococcal Septicaemia 

Sir,—Dr. A. J. Watson's letter (Nov. 7, p. 558) referring to 
an earlier letter about the same subject by Dr. E. H. M. Milligan 
(Oct. 3, p. 405) and to Dr. L. S. Fox’s memorandum (Aug. 22, 
p. 218) interested me as a haematologist very much. | can 
fully confirm Dr. Watson's findings on blood films. In 1933 
a woman of about 60 years was admitted to the Ist Czech 
Medical Clinic of Prof. Hynek in Prague. She was unconscious, 
severely cyanosed, and her skin almost all over her body was 
covered with a purpuric rash and smaller and larger ecchymoses 
of deep red-blue colour. The white cell count showed a 
leucocytosis of 85,000, mostly neutrophilic with a strong shift 
to the left and fairly numerous monocytes, some plasma cells, 
and a few endothelial cells. Apart from very heavy toxic 
changes of the neutrophils and monocytes, I saw intracellular 
diplococci in monocytes and in some neutrophils. Platelets 


HERBERT Levy. 


were present in fairly normal numbers. The patient, who fell 
suddenly ill the previous day, died one hour after my investiga- 
tions. The post-mortem examination showed no_ special 
meningeal lesions, but bacteriologically the findings were con- 
clusive for a meningocccal septicaemia. The purpuric rash 
and ecchymoses were conditioned by bacterial emboli causing 
numerous infarctions, the base of which was corresponding 
to the skin haemorrhages. A perpendicular section through 
these haemorrhages showed the typical triangular shape of an 
infarction. 

As it is evident from this case—see also Naegeli and others— 
the haemorrhagic diathesis in meningococcal septicaemia is 
caused by bacterial emboli, and it is very unlikely that these 
severe fulminating cases with already developed bacterial 
embolisms could be influenced by sulphapyridine therapy as 
Dr. Watson suggests. The reverse would be the proof of the 
highest efficiency of chemotherapy.—lI am, etc., 


Warwick Hospital. S. VARADI. 


Anaesthesia for Tonsillectomy 


Sir,—With reference to Mr. T. B. Jobson’s article (Oct. 31, 
p. 512) on the question of the methods of removing tonsils, 
and confining myself to operations on children, it would seem 
to me that the essential point is not whether it should be 
done by guillotine or dissection, but whether one should use 
an anaesthetic which permits one to do all that one wants to do. 
Ethyl chloride is certainly not such an anaesthetic. With its 
use one is strictly limited as to the time at one’s disposal, the 
surgeon being in effect told: “You have a few moments in 
which to get these tonsils and adenoids out, and to satisfy 
yourself that it has been adequately done. If you can't do 
this by the time the patient is coming round then it must 
remain undone.” Such a state of affairs would not be tolerated 
by surgeons in any other branch of surgery where adequate 
alternatives were available.—I am, etc., 

Shrewsbury. E. GORDON LAURENCE. 


Sedimentation Rate 


Sir,—The letter of “ Rural Practitioner” (Oct. 24, p. 497) 
rather puzzles me. He says that the sedimentin index estimated 
weekly or monthly reveals the patient's rate of progress, how 
long it will take him to get well, and whether treatment is 
making any difference, in addition to showing how ill the 
disease is making him. This is, in point of fact, the very 
information that we have been obtaining from the standard 
Westergren technique for the last twelve years or more in a 
large rheumatism clinic, so where the advantage of the 
sedimentin index comes in is a little hard to see. But perhaps 
I am misunderstanding him. 

With regard to the technique that he employs, may I say 
that the back of a car on a morning round is not the place 
to ensure that the tubes are constantly maintained exactly 
vertical, and that, while I have made no experiments on the 
effect of vibration myself, one of the pioneers of the method 
who tried doing the tests in the train on the way home said 
that he could tell from his results whether he had gone home 
on a fast or a slow train.—I am, etc., 


Hayward’s Heath J. W. SHACKLE. 


Sir,—Mention of the blood sedimentation test seems invari- 
ably to invite a storm of criticism. That this should be is an 
index of the lack of agreement that exists on its clinical value. 
It is obvious that the position should not remain thus, and 
organization and publication of the recent researches on the 
subject are long overdue. The British Medical Journal is 
perhaps the most widely read medical journal in this country, 
yet since the introduction of the blood sedimentation test in 
1917 barely half a dozen papers on it have appeared in its 
pages (and few of these were edifying). A survey of the 
literature in British, American, and Continental medical journals 
discloses that much of it is devoted to technicalities involved 
in performing and interpreting the test (sedimentin index, 
etc.), while its clinical side has been neglected. A compre- 
hensive survey of the clinical value of the test would be 
generally appreciated. Probably the best such study is that 
of A. Rees Walton (Quarterly Journal of Medicine, Jan., 
1933, p. 79). 
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“Rural Practitioner” carries a rack of bloods for the 
sedimentation test on the floor of his car. What effect does 
he think the jolting and vibration of the car will have on the 
readings, not to mention the inclination of the tubes when the 
car is going uphill or down? It is well recognized that even 
slight deviations of the tube from the strictly vertical give 
errors in readings as much as 40%. 

The test has, however, its value in rural practice, where other 
laboratory and x-ray facilities are not available, so long as its 
limitations are fully appreciated. A normal sedimentation rate 
in a patient with back pain who is elderly and might have 
metastatic cancer is reassuring to the doctor. The rate is normal 
in subarachnoid haemorrhage and all stages of acute anterior 
poliomyelitis, which aids in the differential diagnosis from 
cerebrospinal fever, in which there is a sharp rise in rate within 
6 hours of the onset. Instances of the value of the test are 
many, but unfortunately are little known or taught outside 
sanatoria.—I am, etc., 


Ballycarry, Co. Antrim. WILLIAM CALWELL. 


Control of Tuberculosis in the Home 

Sir,—The Principal Medical Officer of the Ministry of Health 
has foreshadowed a drive in the direction of eliminating the 
scourge of tuberculosis in this country. The enormous benefit 
of mass radiography in detecting early cases should not blind 
us to the greater advantage of getting at the disease further 
back—namely, at the source of infection. There are still 
many patients seen at the tuberculosis clinics who cough with- 
out covering their mouths, still too many sufferers who live 
in undue intimacy with their families, still too little fresh air 
and sunlight in the homes of the afflicted, still great lack of 
nourishment in the homes of sufferers thereby lessening the 
resistance of those in contact with the disease. 

And what of the psychological attitude of the companions 
of the patient in his home? The healthy contacts will have 
their resistance lowered by fear of catching the disease, and 
yet they must be warned as well as made to realize that if 
reasonable precautions are taken in the light of modern hygiene 
the risk to themselves is slight. Clement Dukes stated that 
“tuberculosis is more a house disease than an infectious 
disease,” and this is probably a clue to control. 

It has been said that the two most important factors in life 
are “courage and interest,” and this would appear to be of 
tremendous value in arranging the life of the tuberculosis 
sufferer and his contacts.—I am, etc., 

London, N.W.11. L. S. WooLr. 

Sending Assistance to Bombed Towns 

Sir,—We have read with much interest Mr. F. W. Willway’s 
article (Nov. 7, p. 552) on sending assistance to bombed towns. 
As we are a hospital which has received outside assistance after 
an air raid we should like to mention some of the difficulties 
we encountered. 

A detached point of view may be useful, but much more 
is required before any improvements can be achieved, as each 
raid will produce its own problems depending on the size and 
character of the town involved. It is obviously necessary to 
have some scheme prepared, but common sense at the time 
is much more important than the most meticulous paper 
organization. In a small and crowded town disorganization 
easily occurs, and matters such as communications, food supply, 
laundry, drugs, etc., can become a much more complicated 
problem than in a large city, the whole area,of which is unlikely 
to be involved to the same extent in a single raid. Both of 
us have been working in the casualty services of the City of 
London throughout all the raids and are not entirely unac- 
quainted with the effects of sustained raids on a large city. 

We fully agree that a system of dispatch riders should be 
available from the onset of the incident, but we entirely dis- 
agree with Mr.. Willway’s “shock troops team.” We feel that 
the sudden invasion of a hospital busy admitting large numbers 
of casualties by an unspecified number of helpers entirely 
unacquainted with the local conditions and resources will only 
add tenfold to any existing difficulties. We found that it was 
impossible to operate while the bombing was still in progress, 
and-in our view it would be much better that the relieving 
team should arrive a few hours after the cessation of the raid, 


in order that preparations may be made to deal smoothly 
and efficiently with the casualties. It would be of great assist- 
ance if the hospital could know beforehand the number and 
composition of the relieving team in order that arrangements 
may be made for their temporary feeding and accommodation, 
and therefore we suggest that the number and composition of 
the relieving team should be made known and could be expected 
to arrive, even without notification. 
It should be unnecessary to mention that one’s temper after 
a raid is bound to be somewhat frayed, and a display of tact 
and courtesy by the relieving team would be much appreciated 
and would do much towards avoiding petty irritations, which 
may later become magnified out of all proportion. We agree 
with Mr. Willway that the relieving team should be replaced 
after 8 to 10 hours, and furthermore suggest that it should be 
practicable for them to return to their own home ; this would 
make it unnecessary to provide sleeping accommodation as 
in our case, where a large number of people had to be fitted 
into small residential quarters. Mr. Willway mentions in his 
article about the medical staff retiring to bed on the arrival 
of the relieving team. We were not so fortunate, for besides 
air-raid casualties we had to deal with other matters which 
could not be done by strangers, and when, after 36 hours 
without rest, we wished to go to bed, we had first to evict 
some of the senior members of the relieving team from our 
beds, who had decided upon the same “ sensible manceuvre ” ! 
—We are, etc., F. Koun. 
St. Martin's Hospital, Bath. M. H. HALL. 


R.M.B.F. Christmas Gifts 


Sir,—On Oct. 17 you very kindly published my appeal to 
your readers for the Christmas Gifts Fund. I sincerely thank 
those who have already responded, but I hope many more 
contributions will be sent as soon as possible. The sum 
required is over £1,000 and has to be raised early to ensure 
that the recipients have the gift by Christmas Day. 

As I write this letter we are feeling cheered by the recent 
good war news; may I suggest that we should provide the 
means of cheerfulness and encouragement for our beneficiaries 
on Christmas Day. Please send what you can and soon.— 
I am, etc., . 


1, Balliol House, Manorfields, THOMAS BaRLow, 
Putney, S.W.15. President, Royal Medical Benevolent Fund. 


Obituary 


DONALD STEWART MIDDLETON, F.R.C.S. 


The medical profession in Scotland has suffered a grievous 
loss in the death of Brigadier Donald Stewart Middleton, 
A.M.S., which took place on active service in England last 
month. Middleton, who was only 43 years of age, was one 
of the most promising of the younger surgeons in Edinburgh. 
He was actually born in Natal, South Africa, but his father 
was an Edinburgh man, and it was to Edinburgh Academy 
and afterwards to the University that Donald was sent for his 
education. He graduated M.B., Ch.B. in 1921, and adopted 


_ surgery, for which he had a special aptitude, as his branch of 


practice. Four or five years after qualifying he became Fellow 
of the Royal Colleges of Surgeons both of Edinburgh and of 
England. In 1932 he was appointed assistant surgeon to the 
Edinburgh Royal Infirmary, where his work was highly regarded, 
and much was expected of his future achievements. At a 
meeting of the managers of the Royal Infirmary on the day 
that the news of his death was received a warm tribute was 
paid to his memory by Mr. W. J. Stuart, convener of the 
Medical Committee, who said that by his death the Infirmary 
had lost one who was more than a safe surgeon, and who by 
his future distinction would have added to its prestige. Other 
appointments which he held were those of assistant surgeon 
to the Royal Hospital for Sick Children and surgeon to the 
Deaconess Hospital, Edinburgh. He was also gifted as a 
teacher and did excellent work as lecturer on surgery in the 
School of Medicine of the Edinburgh Royal Colleges. In more 
than one of the surgical textbooks he was responsible for 
sections on branches of surgery in which he was interested. 
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From 1936 onwards Donald Middleton had served in a 
medical unit of the Territorial Army, and when war loomed 
ahead he was made A.D.M.S. with the rank of colonel in 
October, 1938. His administrative ability was such that pro- 
motion was rapid, and in the month in which he died he was 
gazetted as a recipient of the Efficiency Decoration. His three 
brothers were all killed in the last war, in which he was himself 
too young to serve. The memorial service in St. Giles’ on 
November 4 testified to the great wealth of friendship which 
in his relatively short life he had accumulated. Many tributes 
have been paid to his engaging personality, his exceptional 
charm of manner, his unselfishness and love of simple things, 
and his unusual endowment of common sense. He was fond 
of several outdoor sports, especially riding, and he was a 
keen angler. 

Donald Middleton married in 1930 Sheila, the only daughter 
of Dr. J. R. Currie, lately Professor of Public Health in the 
University of Glasgow, and had a son and a daughter. 


JosepH STANLEY KeLLetTr SMITH, who died recently in 
Cheltenham after an operation, was born in Liverpool in 1870, 
and studied medicine at Liverpool University, qualifying 
M.R.C.S., L.R.C.P. in 1891, and taking his F.R.C.S.Eng. in 
1895. After two years as demonstrator of anatomy at the 
University, he accompanied the British expedition of 1895-7 
to Central Africa, whence he returned to take on his father’s 
practice in Liverpool. In 1911 he practised electrotherapeutics 
at Eastbourne, and in the R.A.M.C. during the last war he was 
in charge of electrotherapeutics at Summerdown Camp. After 
the war he was superintendent of the West of England Con- 
valescent Centre at Saltash until 1923. He took the D.M.R.E. 
in 1924, and went to Cheltenham, where he practised radiology 
and electrotherapeutics until a few days before his death on 
Sept. 23. He wrote several articles dealing with curvature of 
the spine, flat-foot, sacralization of the Sth lumbar vertebra, 
etc., and was hon. consulting radiologist to Tewkesbury and 
Burton-on-the-Water Hospitals, and a member of the B.M.A. 
Kellett Smith’s vigorous and genial personality (writes a col- 
league) endeared him to all. He had a sound knowledge of 
surgery and he took infinite pains. He was always anxious 
to help any of his colleagues, and it was a pleasure to him to 
demonstrate a barium meal or an unusual fracture. He was 
the best type of Northcountryman, and stood always for the 
highest principles of the profession. His only son, who studied 
at St. Thomas's, is now serving in the R.A.M.C. 


On Nov. 3 there passed away a physician who occupied a 
unique position in these times. It is not many men who throw 
over the practice of medicine to devote themselves to a life 
of pure study and contemplation. HERBERT EDWaRD IZARD 
qualified from Guy’s in the year 1896 and went to Cheddleton 
to study diseases of the mind and to Manchester for diseases 
of childhood. Thence he went to a general practice in East 
London. It was here that he began to think of even deeper 
problems, and the result was that Dr. Izard sought admission to 
the Catholic Church and to the Benedictine Order, and ultimately 
became a priest and a contemplative monk. He finally settled 
at Quarr Abbey, where he became the infirmarian to the 
Community. Nor did he ever lose interest in the advances of 
medicine, and he loved to learn from visiting doctors. His 
scientific training found an outlet in a staunch upholding of 
the theological aspect of psychopathological conditions. The 
Journal of the Guild of S. Luke was rarely without an article 
from his pen. He was in consequence a man much sought 
after by those in trouble. He knew both sides of religion, 
Protestant and Catholic: he knew both sides of life, material 
and scientific. He will be very much missed both by the Com- 
munity with whom he had lived for the last twenty years and 
by many more in the world outside who came to him for his wise 
advice in their spiritual and even physical difficulties.—C. L. E. 


We regret to announce the death on Nov. 3 after a long 
illness of Dr. LAWRENCE Epwin Price, who had been a leading 
figure in the medical and public life of Nuneaton. He was 
born at Port Tipton on March 29, 1879, the son of Edwin 
Price, M.R.C.S., and was educated at Bourne College, Quinton, 
and the University of Birmingham. After qualifying M.R.C.S., 
L.R.C.P. in 1904 he served as house-surgeon at the General 
Hospital, Birmingham, and then settled in practice at Nuneaton, 
where he became honorary surgeon to the General Hospital 
and held a number of public appointments, and was instructor 
and examiner for the St. John Ambulance Association. He 
was elected to the Nuneaton Borough Council in 1920 and 
after holding office as chairman of the Health, Maternity and 
Child Welfare Committees became Mayor in 1928-30. Dr. 
Price had been chairman of the Nuneaton and Tamworth 


Division of the B.M.A., and president of the Birmingham 
Branch. During the last war he held a temporary commission 
in the R.A.M.C. in No. 36 General Hospital, Salonika. He 
was a J.P. for the county of Warwick. 


A veteran member of the profession, Dr. Lewis MACKENZIE, 
F.R.C.S., died on Oct. 30 in his 94th year at Tiverton, where 
he had spent nearly the whole of his life. He was born in 
that town in 1849, and from Blundell's School went to study 
medicine at the London Hospital, qualifying in 1871 and taking 
the F.R.C.S. in 1875. He returned to Tiverton to take up 
general practice, and became medical officer to his old schoo! 
and coroner for the borough. He was elected to the Devon 
County Council and became chairman of its Public Health 
Committee ; he was also for a time chairman of the medica! 
subcommittee of the Devon Education Committee. At the 
Annual Meeting of the B.M.A. at Exeter in 1907 Lewis 
Mackenzie was vice-president. of the Section of Diseases of 
Children, and during the last war he acted as tuberculosis officer 
for Devon. He was a J.P. for the county and the borough, 
and in 1924 his long and notable services to his native borough, 
of which he was an alderman, were publicly recognized by his 
election as a Freeman. 


We regret to announce the recent death in Prague of Dr. 
Joser Loeset. Dr. Loebel was born in 1882 in Kronstadt, and 
after studying in Vienna settled at Franzensbad in Czecho- 
slovakia in 1907. In 1926 he began writing popular medical 
articles and popular books on medicine. Among these was a 
most interesting volume entitled Lebensretter, telling the story 
of the discovery of insulin. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 


The degree of M.A., honoris causa, has been conferred on Walter 
Alfred Mitchell, lately chief assistant in the Department of 
Pathology, and the degree of M.A. upon Walter John O'Connor, 
M.D.Adelaide, University Demonstrator in Pharmacology. H. H. 
Bayley, M.B., B.Chir., has been approved for the degree of M.D 
in absence. 

UNIVERSITY OF SHEFFIELD 


Profs. H. N. Green and E. J. Wayne have been appointed repre- 
sentatives of the University on the committee of management of the 
Sheffield Hospitals Council; and Dr. Mary C. Simpson has been 
appointed assistant bacteriologist. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At an ordinary meeting of the Council, held on Nov. 12, with Sir 
Alfred Webb-Johnson, President, in the chair, Mr. R. Davies-Colley, 
Mr. G. T. Mullally, Mr. V. Zachary Cope, Mr. C. E. Shattock, 
and Mr. E. W. Riches were re-elected members, and Mr. W. H. C. 
Romanis was elected a member, of the Court of Examiners. 

Leave of absence was given to Mr. H. S. Souttar to enable him 
to act as chairman of a mission to report on the medical services 
for the armed Forces in India. 

The award of a Streatfeild Scholarship to Miss Enid E. Sampson 
was reported. 

Diplomas of membership and Diplomas in Public Health were 
granted to the candidates whose names were printed in the report 
of the meeting of the Royal College of Physicians of London pub- 
lished in the Journal of Nov. 14 (p. 593). 


SOCIETY OF APOTHECARIES OF LONDON 


At a recent meeting of the Court of Assistants, with Sir Stanley 
Woodwark, Master, presiding, the report of the death of the Junior 
Warden, Mr. Warren Low, was received with great regret. Dr. J. P. 
Hedley was elected Junior Warden for the ensuing year, and was 
reappointed as the Society's representative on the General Medical 
Council. Sir Stanley Woodwark, Sir Hugh Lett, Dr. J. P. Hedley, 
and Dr. A. P. Gibbons were appointed to give evidence on behalf 
of the Society before the Interdepartmental Committee of the 
Ministry of Health on Post-war Hospital Policy and the Organiza- 
tion of Medical Schools. Prof. W. G. Barnard was appointed 
Examiner in Pathology. It was reported that the Society's Charter 
of 1617, Licence to hold the Hall, Grant of Arms, etc., had been 
removed from the Hall for safe custody. : ; 

The following candidates have satisfied the examiners in the 
subjects indicated : 

Suscery.—R. M. Erdman, C. E. P. Grocott, C. T. Jones, A. F. Rogers. 


Menicine.—R. M. Erdman, T. C. Masson, A. F. Rogers, R. A. Bush 
Mipwirery.—P. L. G. Cole, A. M. Earle, R. M. Erdman, E. E. Lieber, 


T. Y. Martin, J. M. Thomas. 
MASTER OF Mipwirery.—H. V. Corbett, I. Rose. 


The diploma of the Society was granted to R. M. Erdman. 
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The Services 


Surg. Cmdr. J. B. Patrick, R.N., has been mentioned in 
dispatches. 

The D.S.C. has been awarded to Temp. Surg. Lieut. A. D. 
Bone, R.N.V.R., for bravery and devotion to duty, and to Surg. 
Lieut. S. A. C. Watson, R.A.N.R., for gallantry and devotion 
to duty when H.M.A.S. Nestor was lost. 


Surg. Cmdr. D. C. Wilson, V.D., and Prob. Temp. Surg. 
Lieut. D. W. Wallace, R.N.V.R., have been mentioned in 
dispatches. 


The King has conferred the Efficiency Decoration of the 
Territorial Army on Col. P. J. Gaffikin, M.C., late R.A.M.C.., 
and on Lieut.-Col. W. B. McCall, Major (Temp. Lieut.-Col.) 
E. W. Ashworth, Majors C. M. Forbes and R. H. Mortis, and 
Capt. J. W. Levack, R.A.M.C.(T.A.). 


CASUALTIES IN THE MEDICAL SERVICES 


Temp. Surg. Lieut. FRANCIS Mason Hayes, R.N.V.R., is 
included as “missing, presumed killed” in an Admiralty 
Casualty List published on Nov. 14. He was born on Sept. 
14, 1912, and was educated at the University of Cambridge 
and at Guy's Hospital, qualifying M.R.C.S., L.R.C.P. in 1940. 
After holding a post at the Miller General Hospital he entered 
the R.N.V.R. in Oct., 1941. He was serving in H.M. Destroyer 
Veteran when she was lost. 


Medical Notes in Parliament 


Prisoners of War in Japanese Hands 


On Nov. 10 Sir James Gricc told Mr. Granville that so far 
the Japanese Government had continued to refuse permission 
for visits by the Red Cross and Protecting Power representa- 
tives to prisoner-of-war camps, except in Shanghai and Hong 
Kong, where Red Cross visits had been allowed. The informa- 
tion available on prisoner-of-war conditions in other Japanese- 
occupied territories was therefore scanty and unofficial. Little 
information as to living conditions in the camps was avail- 
able. It was believed that the prisoners were receiving similar 
rations to’ those issued to Japanese troops; these consisted 
principally of rice, vegetables, and fish. European food was 
probably not available. Limited quantities of medicines, food, 
and clothing had been sent on ships returning to Japan with 
Japanese diplomatic staffs and others, and they were known 
to have arrived at Singapore and Hong Kong. Owing, how- 
ever, to the refusal of the Japanese authoritieS to allow dis- 
tribution of these supplies under independent supervision, 
distribution was in the hands of the Japanese military authori- 
ties, who had undertaken to use them for the prisoners. In 
the event of any further exchanges every effort would be made 
to send relief supplies by the returning Japanese ships to the 
limit of their capacity available for this purpose. The Japanese 
Government still would not allow the passage of ships carrying 
relief supplies under the auspices of the International Red 
Cross. 

' Mr. Law informed Sir John Wardlaw-Milne that it appeared 
that conditions at the Stanley Internment Camp at Hong Kong 
had considerably improved since the early days, but there was 
undoubtedly great overcrowding and a shortage of beds and 
bedding. At the end of July the general health situation could 
be regarded as satisfactory. There had been no major 
epidemics in the camp, though there had previously been some 
cases of a mild form of dysentery. There had, too, been some 
cases of beriberi, which were being treated as well as possible 
in the absence of suitable drugs. Medical supplies in general 
were running short, and the International Red Cross Commit- 
tee was doing its utmost to ship them to Hong Kong. There 
had been very few deaths in the camp, and those which had 
occurred were due generally to organic diseases. During July 
a medical examination was made by a British doctor of all 
persons in the camp, with results which showed a great im- 
provement in health since May, when the conditions were at 
their worst. There had been two medical surveys of the 
children in the camp. The first, in April-May, gave an 
unsatisfactory result. The second, in July, showed a great 


improvement thanks to the efforts of the camp welfare com- 
mittee in procuring food, including milk, to supplement the 
children’s rations. 


Medical Aid to Russia 


On Nov. 10 Mr. Davin Apams asked the Foreign Secretary 
whether he was aware that the Director of Moscow Military 
Hospitals, Dr. Shemelovich, stated that the right kind of medical 
and surgical supplies were not being sent to Russia at present ; 
that they were short of large quantities of sulphanilamide and 
its compounds and x-ray apparatus, and that a better exchange 
of the latest information between Russian, British, and United 
States research foundations and doctors was required; and 
whether these matters would receive urgent attention. Mr. 
Law: No, sir; medical supplies and equipment are being 
dispatched to the Soviet Union on the basis of. a list of require- 
ments communicated officially by the Soviet Government to 
the British Government. With regard to the suggestion that 
a better exchange of information on medica] matters between 
the two countries was required, Mr. Law referred Mr. Adams 
to an answer given to Mr. Harvey on Jan. 21, and added 
that the British Government would at all times be happy to 
give urgent attention to any requests for information or 
assistance from the Soviet Government. 


Diphtheria 


Mr. Brown, replying on Nov. 17 to a series of questions on 
diphtheria, said he understood that general practitioners in 
Darlington were encouraged to send to the infectious diseases 
hospital any case in which diphtheria was suspected, whether 
clinically established or not, because of the great importance 
of administering diphtheria antitoxin as early in the disease as 
possible. During the last 7 years there had been about 800 
such admissions, covering all age groups. Of these, 78 were 
found to be not diphtheria cases, 47 being diagnosed as tonsil- 
litis, and the remainder as cases of bronchopneumonia, 
Vincent's angina, syphilis, scarlet fever, or measles. Six of the 
78 cases proved fatal, and 13 of them were in immunized 
children. In 1940 and 1941, 61 and 163 cases respectively of 
diphtheria were notified from Darlington. The numbers of 
deaths classified to diphtheria by the Registrar-General and 
assigned to Darlington according to residence in 1940 were, up 
to 5 years, one ; 5 years and over, one; in 1941, up to 5 years, 
two; 5 years and over, five. 

In Southend, 568 children under 5 and 1,355 between 5 and 
14 received a full course of immunization under local authority 
arrangements during the months January to June, 1941. No 
cases of diphtheria were notified among immunized children. 
Among non-immunized children 17 cases were notified. None 
of these cases was rediagnosed. Two deaths occurred among 
non-immunized children under 5. 


Medical News 


The Duchess of Kent has become President of the Tavistock Clinic 
(the Institute of Medical Psychology). 

Major B. W. Rycroft, M.D., F.R.C.S., R.A.M.C., has been 
appointed surgeon-oculist to the King of the Hellenes. 

The United States National Foundation for Infantile Paralysis 
has given a 300,000 dollar grant to Johns Hopkins University for a 
prolonged study of the disease. This is the largest single grant made 
by the Foundation since it was organized in 1938. 

The Association of Scientific Workers is holding a conference on 
“ Scientists of the United Nations and the War Effort” at Gas 
Industry House, 1, Grosvenor Place, S.W., on Dec. 5 (2.30 p.m.) 
and 6 (11 a.m.) under the chairmanship of Sir Richard Gregory, 
F.R.S., President of the British Association. Applications for tickets 
should be sent to the secretary, Foreign Scientists Committee, Asso- 
ciation of Scientific Workers, Hanover House, 73, High Holborn, 
W.C.1. 

At a meeting arranged by the Wireless Section of the Institution 
of Electrical Engineers on Wednesday, Dec. 2, at 5.30 p.m., Dr.G E. 
Donovan will read a paper on “ The Electrical Amplifying Stetho- 
scope and Phono-electro-cardioscope.”” Members of the British 
Medical Association will be welcomed at this meeting, to be held 
in the lecture theatre of the Institution, Savoy Place, Victoria 
Embankment, W.C. 

A revised list (No. 7, Sept., 1942) of treatment centres in Great 
Britain and Northern Ireland approved by the Minister of Health 
under the Public Health (Venereal Diseases) Regulations, 1916, has 
now been issued. It gives the times set aside at each centre for 
medical examination and treatment. 

Dr. Cyril Banks, M.O.H. for Nottingham, was installed on Nov. 20 
as President of the Society of Medical Officers of Health. 

At the annual ceremony of nominating the sheriffs for England 
and Wales on Nov. 12 Dr. J. C. Henderson was nominated for 


Westmorland and Sir Edmund Spriggs for Denbighshire. 
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EPIDEMIOLOGY SECTION 


EPIDEMIOLOGICAL NOTES 


Discussion of Table 
In England and Wales, except for the relatively large increases 
in scarlet fever 153 and measles 572, the notifications for 
infectious diseases were below those of the preceding week. 
The incidence of scarlet fever is now higher than at any time 
in recent years. 

Measles fell-slightly in London and the south-eastern counties, 
and in Wales there was a large drop from 403 to 295. The 
biggest rises were in Lancashire 150, Derbyshire 136, and Yorks 
West Riding 124. 

Notifications of dysentery were half those of the preceding 
week. The outbreak in Caernarvon, which with 152 cases was 
responsible for the large rise last week, contributed only 5 
further cases. There were 37 more cases in Yorks North 
Riding (Middlesbrough C.B. 34), the largest total recorded 
during the eight weeks the outbreak has persisted in this 
area. The only other totals of imporiance were London, 14 
cases from six boroughs, and Durham, 14 cases from five 
administrative areas. 

In Scotland a rise occurred in cerebrospinal fever, measles, 
and scarlet fever. Measles, with an increase of 87 due to the 
experience in the large towns, reverted to the level of a fortnight 
earlier. Cases of cerebrospinal fever were, recorded in twelve 
areas, the largest centre of infection being the city of Glasgow 
with 13 of the 30 cases. A small general rise in the incidence 
of scarlet fever was reported from the western area of Scotland. 

In Eire the epidemic of poliomyelitis persists, 18 notifications 
coming from thirteen areas. According to the daily press a 
serious outbreak of typhus has occurred in the district of 
Spiddal, Co. Galway: 3 cases were reported from this county 
a fortnight ago, and one in the preceding week. Up to the time 
of going to press, 13 cases have been notified and an area of 
175 square miles has been isolated. It is stated that some 
contacts have gone “on the run” to avoid medical treatment 
and isolation. Special measures have been taken by the 
Ministry of Health to prevent the disease from spreading to 
Britain. A watch is being-kept on sea and air ports and teams 
of doctors and nurses are ready to be called in case of need. 


Small-pox 

In the outbreak of small-pox in Edinburgh there have been 
20 confirmed cases and 2 deaths. In one case, that of a girl, 
there was apparently no connexion with the other cases, 
which had a common source. A case of small-pox reported 
from Halfway, Lanarkshire, had its origin with the Edinburgh 
outbreak. At Cowdenbeath a schoolboy has contracted the 
disease but the source of infection has not been established ; 
there appears to be no relation between this case and the out- 
break in Fife or Edinburgh. A suspected case has been 
admitted to hospital in Perth. 


Diphtheria 

The campaign for immunization against diphtheria has not 
yet had any very large apparent influence on the trend of the 
incidence of this disease. Although the relatively big weekly 
fluctuations in the totals of notifications mask to a certain 
extent the differences between various years, there has been 
a tendency for the recent level of diphtheria to be below that 
recorded in the last few years. The notifications totalled in 
a periods of eleven weeks for the last six years illustrate 
this: 


Weeks | 1942 | 1941 | 1940 1939 | 1938 | 1937 
I-11 | 9,969 | 12435 | 7.820 | 13,034 | 18,160 | 13,077 
12-22 | | 10.230 | 7511 | | 12:33 | 10,332 
23-33 | 71382 | 8808 | 8379 | 8861 | 10,457 | 10,247 
34-44 | 10.217 | 12306 91698 ' 13,540 | 15,270 


During the 23-33 weeks of 1942 the notifications were approxi- 
mately 1,000 fewer than in the next best year, but this advantage 
was largely lost during the 34-44 weeks, when 1942 was only 
147 below the next best year. The position may be better than 
the figures would lead us to believe if the London experience 
can be applied to the whole country. In pre-war years, in 
London, an error of 30% occurred in the diagnosis of diphtheria, 


o/ 


and since the war this has increased to over %. 


Returns for the Week Ending November 14 
The notifications of infectious diseases during the week in 
England and Wales include: scarlet fever 2.880, whooping- 
cough 1,155, diphtheria 940, measles 7,731, acute pneumonia 
556. cerebrospinal fever 50, dysentery 148, paratyphoid 3, 
typhoid 13. 


No. 44 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Nov. 7. 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (¢) The 10 principal towns in Northern Ireland. 

“A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


1942 1941 (Corresponding Week 
f) || @ 
Cerebrospinal fever .. 65) 3) — 102; 3} 26 1 3 
Diphtheria 881} 43) 259) 93) 16! 915) 295| 28) 27 
Deaths 16 2 5; — 22 2 
Dysentery 14, 53}; —| — 123} 144 —| — 
Deaths — | | — 
Encephalitis lethargica, 
acute 2); — 23—|— — 
Deaths —|— — 
Erysipelas 38 4 47 11 5 
Infective enteritis or 
diarrhoea under 2 
years 
Deaths 57; S| 10 4 59) 3} 13) 25) 7 
Measles .. | 7,384] — | 379) 10) 441 624) 46) 19) 43) § 
Ophthalmia neonatoru 76, 2) 18 79) +3 22 1 
Deaths 
Paratyphoid fever a 6— | —|— 35 4 4— 
Deaths as | — 
Pneumonia, influenzal* 543} 24, 9) — S| 6553) 18) 6) — 
Deaths (from influ- 
Pneumonia, primary .. 148) 6 152) 13 
Polio-encephalitis, acute — — 
. — “pa acute .. 18 1 4) 18) — 23} — 5 3 1 
Puerperal fever — $0 Ge 
aths oe ee 
Puerperal pyrexia 140; 10) 15 1 118) 6) 24 
Deaths ‘3 
Deaths 
Scarlet fever... .. | 2,736] 163| 453) $5| 47] 1, 36| 245] 35 
Whooping-cough .. | 33] 11] 1,955] Sol 4 
Deaths 7 - 3 9 3— 
Deaths (0-1 year) | 324, 33; GO} 32 23) 73 6 
Infant mortality rate 
(per 1,000 live births) | 
Deaths (excluding still- 
births) .. | 4,219) 603) 57 | 181) 133] 3,941) 493) S58) 196) 137 
Annual death rate (per 
1,000 persons living) 130)12-1) ¢ 12:1}13-0) ¢ 
Live births... | 5,572, 650| 309) 249] 4,678, 443 760| 200 
Annual rate per 1,000 
persons living 18. 20-6) 15-5] 163) 
Stillbirths .. ..| 202) 23) 31 187, 17| 37 
Rate per 1,000 total 
births (including 
stillborn) . oa 34 46 
4 = — 


* Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 
t Includes paratyphoid A and B for Northern Ireland. 


t Owing to evacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no longer available. 
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Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THe EDITOR, BritisH MepicaLt JourNAL, B.M.A. 
House, TavistocK SQUARE, LONDON, ia 

ORIGINAL ARTICLES AND LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated 

Authors desiring REPRINTS should communicate with the Secretary 
of the Journal Board, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to § p.m.): Orders for copies of the 
Journal and subscriptions should be sent to the Secretary. 

TELEPHONE No.—B.M.A. and B.M.J.: EUSTON 2111. 
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QUERIES AND ANSWERS 
Treatment for Eruption on Scalp 

J. A. M. writes: I have a woman patient with psoriasis of the scalp 
in which the whole scalp is covered with a very thick hard crust 
which, being entangled with the roots of the hair, is very difficult 
to remove and when removed leaves a raw painful surface. I 
have tried all the usual remedies without success. Could any 
reader suggest a simple method of removing this crust and/or 
treatment of the condition? 


Dressing for Cancer of Breast 
“ Deopar ” would be grateful for suggestions for dressing a 
carcinoma of the breast which has ulcerated through the skin and 
is discharging copious clear fluid as well as pus. Wood-wool 
tissue, cellulose wadding, and gauze are being used, but something 
deodorizing would be welcome. 


Intractable Urticaria 

J. R. would be grateful for suggestions in treatment of an intractable 
case of urticaria. The patient, a healthy man aged 35, has been 
a victim for over 2} years. He is unaware of any exciting cause. 
The swellings are very tender and painful and vary in size from a 
pea to an orange. They may appear on any part of the body. 
The feet, if involved, become so swollen as to prevent shoes being 
worn, and the lips become pendulous. The spots come out every 
afternoon after he has been on his feet since morning. Resting 
will not cause them to disappear. He must actually sleep for 
several hours before this cccurs. He kas failed to respond to 
treatment by elimination diets, colloidal calcium, autohaemo- 
therapy, vaccines, ephedrine, and adrenaline. Protein tests were 
negative. 

Income Tax 
Locumtenent: Payment of Commission to Agency 

“ L.R.C.P.” was engaged for a period in 1941 as locumtenent to 
one firm and later in the same year as assistant in another practice. 
He paid £23 commission to an agency in respect of these appoint- 
ments. Can he claim to deduct the amount for income tax 
purposes? 

*,* There is no legal claim. The expense was incurred to obtain 
the appointments and not “wholly and exclusively and necessarily 
in carrying out the duties,” though it was a natural preliminary 
thereto. 


LETTERS, NOTES, ETC. 


Sulphapyridine in Chronic Suppurating Conditions 

Dr. A. Fry (London, S.E.25) writes: A man aged 59 was operated 
on on June 8, 1942, for an infected right hydrocele and right 
inguinal hernia. Post- -operative hydrocele infection supervened, 
and the patient was kept in the hospital until July 13. The right 
scrotum was tender and painful, and there was a persistent dis- 
charging sinus. The discharge was thick and purulent. This con- 
tinued until Sept. 29, and ordinary treatment—e.g., fomentations, 
etc.—had no effect. On Sept. 29 3 g. of sulphapyridine 
was given, and the following 6 days 2 g. was given each 
day. Twenty-four hours after the beginning of the administration 
of sulphapyridine the pain and discharge from the scrotum dis- 
appeared and the patient felt better. He resumed his work as 
a hairdresser on Oct. 10, and there has been no recurrence since. 
There was no bacteriological examination of the pus. 


Dry Pleurisy 
Dr. P. McA. Exper writes: I read with interest Dr. J. Smart’s paper 
on a new aspect of dry pleurisy (May 16, p. 604). The value 


of diagnosing those cases of dry pleurisy due to bronchiectasis 
has been rightly stressed by Dr. Smart, especially from the point 
of view of the ultimate prognosis and of fitness for employment in 
the Services. The only objection to routine bronchography would 
seem to be the danger of obscuring with retained lipiodol an early 
tuberculous lesion in the follow-up of the non-bronchiecctatic 
cases. 
Testing Skin Temperature Sensation 

Surg. Lieut. T. DinspaLe, R.N.V.R., sends the following modifica- 
tion of Corner’s skin temperature sensation tester (Lancet, 
1932, 1, 732). He writes: It was 
designed to avoid the inconveni- 
ence of having to use test-tubes 
filled with water. A large lamp- 
holder has an “on and off” 
switch, which controls one of the 
two small 230-volt lamps; the 
other lamp does not light up. 
Both lamps are treated with 
cylinder black enamel. I wish to 
acknowledge the willing co-opera- 
tion of Lieut.-Cmdr. (E) W. E. H. 
King, R.N., and also the skilful workmanship of Chief Electrical 
Artificer H. Frearson in the construction of this instrument. 


Colour Film of Air-raid Casualties 

This film (see Journal, July 18, p. 88) has now been shown to many 
hundreds of persons interested in first-aid work, and all over the 
country. Anyone still desirous to have it shown in their district 
are now invited to write to Mr. J. Magrill, 17, St. Quintin’s 
Avenue, London, W.10, from whom all particulars can be 
obtained. 

Corrigenda 

Dr. HeteN Mackay asks us to make two corrections to the report 
of the discussion on nutritional anaemia in children appearing at 
page 586 of our issue for Nov. i4. First, the work mentioned in 
line 10 of the second paragraph was done by Dr. Lucy Wills, Dr. 
Richard Dobbs, Lady Bingham, and Dr. Helen Mackay, and not 
by Drs. Wills and Mackay. Secondly, the sentence, “ Of school 
children examined 90% had an average haemoglobin level of 
about 80%, and some 10% were lower than even the Davidson 
series of poor children before the war,” should read: “* Ninety 
school children aged 5 to 13 examined last winter had a mean 
haemoglobin level of 80%, which is about 10% lower than the 
value of poor Aberdeen children of similar age in Davidson's 
series.” 


MEDICINE 100 YEARS AGO 


Extract from a leading article in the Provincial Medical Journal 
of November 26, 1842: 


“Mr. Chadwick’s report on the sanatory condition of the 
laboring classes contains an interesting chapter on the comparative 
chances of life in different classes of the community. We can 
readily understand that the various causes of sickness and mortality 
which prevail throughout the kingdom act with increased force upon 
the poorer orders, or are exclusively exercised upon them. The 
evil effects resulting from want of pure air, neglect of cleanliness, 
and inattention to various circumstances which predispose to or 
directly excite disease, are admitted as a general truth; but nowhere 
has the influence of these causes been so clearly and effectively 
demonstrated as in the report of Mr. Chadwick. Death, it has been 
said, is no respecter of persons, and the adage of the Roman poet. 
* Pallida mors equa pulsat pede,’ &c., is familiar to us all; but 
death is like a dun; he knocks four times as often at the poor man’s 
door as he does at the rich man’s. The average duration of the 
poor man’s life in a crowded, dirty court, may be fifteen years; 
while that of the rich man, who dwells in the neighbouring square, 
may be sixty years. The one class disappears from a scene of misery 
and privation before the other has arrived at manhood. 

“ The returns, from which Mr. Chadwick has derived his con- 
clusions, appear to have been collected with as much accuracy as 
the nature of the inquiries admitted, and were generally corrected 
by local investigation of facts. They lead to conclusions of the 
most painful nature, mitigated solely by the reflection that the 
causes which determine such a sacrifice of human life are, in a great 
measure, under the control of wisely directed legislative enactments. 
At what period, whether near or remote, the attention of our Govern- 
ment will be seriously directed to this question, we cannot pretend 
to determine. It is one of pressing and vast importance; yet, while 
public clamor is raised against the destruction of a handful of 
barbarians, some three or four thousand miles removed from us, 
the loss of 80,000.of our countrymen, annually swept off by diseases, 
the great proportion of which are proved to be preventible, is 
unheeded, or treated with disregard.” 
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